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PREFACE 
The Human Resources Management (HRM) department of an organisation is its very 
crucial part as it deals with a vital resource: human capital. The introduction of 
technology in the HRM has led to its transformation in the past 10 years. HRM has been 
adopting technological tools to improve its performance. Web-based organizing, learning 
and implementing have subjected the HRM function to radical and dramatic change. The 
integration of information technology (IT) tools in HRM processes has been termed as 
"electronic Human Resources Management" i.e. a-HRM. Therefore, e-HRM, with the 
help of technological tools strives to implement all the operational activities that HRM is 
concerned with in a fast and accurate way. The purpose of this thesis is to identify and 
explain the factors that affect the adoption of e-HRM in the private hospitals of the Indian 
subcontinent. 
A quantitative approach has been used for gathering empirical results through structured 
questionnaire. The model used for this research is the technology acceptance model and 
the questionnaire was created based on previous a-HRM research. 
The study consists of eight chapters. The first chapter `Introduction' introduces the 
background, states the problem, justifies the reasons for the study and defines the 
research objectives. In the second chapter a detailed overview of the Indian Healthcare 
sector is done with its historical background and growth phases. In the third chapter and 
attempt has been made to review the existing Iiterature focused on the general HRM and 
e-HRM, technology acceptance model and e-HRM in healthcare. The fourth chapter 
concerns itself with defining the purpose statement, conceptual framework, defining the 
model constructs and stating the research hypotheses. Fifth chapter covers the research 
procedure and elaborates on the instrument development, pilot testing, sampling 
procedures and questionnaires, reliability and validity, nature and scope of the study and 
data analysis. Chapter six consists of two parts of detailed analysis. The first part consists 
of city wise analysis and the second part analyses the overall data for proving the 
hypotheses. Finally the summary, conclusions and suggestions are presented in the last 
chapter eight. 
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Chapter 1: Introduction 
INTRODUCTION 
1.1 	Background 
Technology has now become an integral part of our daily lives; and with the advent of the 
21st century, we have seen a more digitalised world around us. People use technology 
such as computer and internet to simplify most of their routine tasks and actively look 
into them for the solution to their day-to-day problems. The efficiency of performed 
assignment has sped up in a more efficient way and global competition is challenging the 
organisations to come up with more innovative ideas in order to stay competitive, which 
is why every department in an organisation plays a very fundamental role in its success, 
including Human Resource (HR) Department. Traditionally Human Resource 
Management (HRM) has had a people-oriented approach. However today, when the 
competitive demands of the marketplace require a reorientation of strategic human 
resource philosophies and practices, a strong emphasis is being given worldwide to HR 
administration using technology as a driving tool. In lieu of the mentioned fact, this study 
deals with the significance of technology in HRM for the healthcare sector. 
There have been numerous researches in the past on e-HRM (Electronic- Human 
Resource Management) in sectors like banking, telecom, SME's etc.; however no study 
could be traced on the healthcare sector for developing countries such as India 
(Wilkinson, A., 1995, Poorangi, M.M., Razavi, S., Rahmani, N., 2011). Thus, this 
research paper will provide an insight on the factors influencing adoption of e-HRM in 
the Indian healthcare industry, which is one of the major developing economies in the 
world. 
The HR function in any organisation is very critical, as it deals with a very important and 
difficult to manage resource: the human capital, as people are the key elements that drive 
the organization towards success. As far as healthcare organizations are concerned, the 
human element becomes all the more important as these organizations have the 
responsibility to provide healthcare service to all other people and is solely dependent on 
the ability of that particular human to match up to the expectations of the industry. 
Therefore, it becomes even more necessary for the organizations to recruit, find the best 
person job fit and retain talented employees (Laumer, Eckhardt, & Weitzel, 2010). 
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Besides the above mentioned fundamental objective, HR departments are also created to 
manage other issues like employee's performance, human resources planning, staffing, 
training, payroll, compensations and employee benefits etc. (Stolt, 2010). 
E-HRM is a technology platform used for managing various HR transactions using 
various capabilities of the internet (Lengnick-Hall & Moritz; 2003). It's a robust way of 
implementing HR strategies, policies, and practices in an organisation through a 
conscious and directed support, with the full use of web-technology-based channels (Ruel 
et al.; 2004). Various applications used in e-HRM are focussed on supporting the HI 
professionals in performing their day-to-day tasks effectively. They also help support the 
managers and all the employees of the organisation in performing their intended HR 
tasks. These web technology based HR channels provide the employees with effective 
information, which improves their ability to complete HR-related transactions faster and 
without errors (Kovach et al.; 2002). 
Given the marvels of the 21" century, such modern technological platforms such as e-
HRM is helpful in creating a strategic FIRM policy besides reducing costs and also 
helping in sustaining higher productivity and increasing quality of the organisations 
labour force. Since the value brought by the e-HRM to an organisations HR process is 
manifold, thus the responsibility of managers and employees in the execution of HRM-
tasks becomes even more important (EHRM; 2006). 
If we go back into history and try to assess the technological advancements in the Indian 
subcontinent, it is imperative to talk about the seeds of technology sowed during 1900-
1947. J.RD. Tata, head of Tata Enterprises, one of the largest commercial organizations 
in India, along with Homi Bhabha saw the growing need to develop India's technical 
prowess much before India gained independence. They were the first professionals who 
planted the seeds of India's technology development by founding three of India's greatest 
technological institutions: the Indian Institute of Science (IISc), the Bhabha Atomic 
Research Institute (BARC) and the Tata Institute of Fundamental Research (TIFR). J.N. 
Tata established the IISc in 1909 and J.R.D. Tata helped Homi Bhabha set up the TIFR in 
1943 (Lala, 1981; Ravindra, 2004). 
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However during the period of 1947- 1981, there has been dispute between India and 
China which resulted in a large scale war over a territorial dispute along the Himalayan 
border. With the changing conditions on a global level, there was a-powerful need for a 
strong Iocal computational base for security and national development in India. 
Jawaharlal Nehru, the then Prime Minister of India, set up the Electronics Committee 
(also known as the Bhabha Committee) under the esteemed chairmanship of the Homi 
Bhabha, the head of the Atomic Energy Commission and the Atomics Energy 
Establishment at Trombay (now called as Bombay). However the strategic goals of the 
electronics committee were not met and despite having a very bright cadre of scientists, 
researchers, engineers and entrepreneurs, India still remained confined to the "dark ages" 
when it came to technological developments during that period. 
By 1989, India was poised to take full advantage of various strategic factors affecting the 
technology development and its practices. Government and educational institutions, 
polices, infrastructure, a Iarge number of scientists and engineers, national memory and 
knowledge and dynamic entrepreneurs were the critical factors that became aligned 
instantly in a manner that would help further the growth of Indian Information 
Technology (IT) sector. These factors were globally recognized as the firm foundations 
of a stable economy that eventually helped India in attaining self-sufficiency and self-
confidence in its capabilities, and further accelerated its growth in the IT sector. 
Thereafter, the development of e-HRM system in India has to be a result of the 
combination and the need to work more efficiently with a wide range of possibilities in 
information and communication technologies (Stanton & Coovert, 2004; Fletcher, 2005). 
With this new platform, the HR professionals are expected to work in a more efficient 
and strategic way given the technological advantage and ease of use it brings with it 
(Gardner et al., 2003; Shrivastava & Shaw, 2003). 
HRM is a means of managing and organizing the company's most important asset - it's 
People, who contribute to the company's success either individually or collectively as a 
team in a planned and a strategic way (Stolt, 2010). With the advent of technology in 
HRM, the working pattern of HR division has greatly affected and thus organizations are 
regularly utilizing IT platforms Iike a-HRM to improve their business performance. 
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In the recent past, FIRM has been subjected to some radical and dramatic changes 
because of the various implications of the web-based establishments (Paauwe, Farndale 
& Williams, 2005). As a result of this change, a-HRM has become even more popular in 
the last few years. Thus, this research makes an attempt to study the adoption factors that 
enables the various healthcare organizations in their e-HRM implementation, specifically 
in the Indian subcontinent. 
As we know from the past researches, IT adoption is primary concern for many human 
resource departments as these are two different facets of business and only recently we 
have realised how they can benefit each other. The most widely accepted method in IT 
adoption is the Technology Acceptance Model (TAM; Davis, 1989). The model posits 
that, perceived ease of use and perceived usefulness are two fundamental determinants of 
user acceptance of a specific technology. However, TAM and its succeeding researches 
do not make any reference to gender effects (Adams, Nelson, & Todd, 1992; Chin & 
Gopal, 1995; Venkatesh & Davis, 2000), despite the fact that various researchers have 
shown socio-cultural factors, such as gender and ethnic differences influence human 
perceptions and behaviours to a great degree (Hofstede, 1980). These socio cultural 
factors have resulted in differences in user perception and thus in the adoption of 
technology innovations like e-HRM (Gefen & Straub, 1997). 
This study envisages that the gender differences do affect the beliefs and the use of e-
HRM and thus in accordance with the theoretical extensions of the TAM Model. 
However the exact effect of gender differences on the adoption factors still remains a 
topic of disagreement, primarily because of the contradictory researches done to diverse 
set of populations. Some researchers believe that women are less technology inclined, 
less motivated and, therefore, less competent. Whereas, this study has not found any 
gender differences in the e-HRM adoption and it's usage in the Indian healthcare 
industry. However other researchers in contrast have shown that women in general have 
the ability to be more skilful in adopting new technologies such as e-HRM compared to 
their men counterparts (Turkle, 1995). Some other results indicate that women have an 
ability to favour the technology innovations and use them more effectively than men 
(Kraut et al., 1996; Morahan-Martin & Schumacher, 1997). 
Early studies into e-HRM found only constrictive use of IT by HR practitioners for 
personnel function (Ashbaugh, S., & Miranda, R., 2002, DeSanctis, G., 1986, Groe, 
G.M., Pyle, W. & Jamrog, 3.J., 1996). In the year 1970s, only personnel management was 
seen suitable for automating the office work, such as benefits administration, payroll and 
keeping employee records (Hennessey, H.W., Jr., 1979, Cheek, L., 1971, Tomeski, E.A., 
& Lazarus, H., 1974). Typically this task was to store personnel management information 
in simple databases and navigate them using simple key word searches. One of the very 
first large-scale empirical studies was conducted in 1986 that dealt with the status of 
Human Resource Information Systems (DeSanctis, G., 1986). This study concluded that 
the e-HRM role in the paradigm of corporate management of information systems was 
unclear; and the primary reason being, HR managers were not trained adequately and 
lacked adequate skills for personnel management of its employees. Despite this unclarity, 
organizations have repeatedly introduced e-HRM since the mid-1990s. The sole reason 
for this adoption across the globe, is that e-HRM is an easy to use set of IT applications 
that cover all possible combination mechanisms and contents between HRM and IT`s 
which aim at creating value within and across organizations (Bondarouk, T., & Ruel, H., 
2009). This is a proven phenomenon that highly increases productivity of its employees 
and make them more efficient. 
Upon further review of the literature on a-HRM, we learnt that improving HR services, 
cost reduction and overall strategic orientation are the three fundamental goals of e-HRM 
(Brockbank, W., 1997, Lepak, D.P., & Snell, S.A., 1998, Stanton, J.M., & Coovert, M.D., 
2004). However, most of these findings show that the goals are not clearly defined in 
practice and e-HRM is mostly directed at cost reduction and efficiency increases rather 
than at improving the strategic orientation of HRM (Ruel, H.J.M., Bondarouk, T.V., & 
Looise, J.C., 2004, Ruta, C.D., 2005, Gardner, S.D., Lepak, D., & Bartol, K.M., 2003). 
Even with complete integration of e-HRM with the HR department, it's not viewed as a 
strategic partner towards the strategic goals of any organization (Lawler, E.E., & 
Mohrman, S.A., 2003). 
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1.2 Research Gap 
Towards the first step in this research, and while reviewing the Iiterature to gather 
required details about information technology in HRM, the subject of a-HRM, HRIS, 
virtual HRM etc. came up intermittently and interchangeably. Reviewing it further and 
breaking it down into the broader areas where these studies were carried out, it was found 
that there was no prior research done in the healthcare sector for the adoption factors of e-
HRM, especially in a developing economy such as India. Moreover it also seemed quite 
apparent that not much research has been done on e-HRM in the healthcare organizations 
or hospitals in India or any other developing nation, However, HR departments of other 
sectors have been adopting e-HRM very actively but as HRM is not the core business of a 
healthcare organization, they are late adopters of e-HRM. Detailed research in this area 
can contribute to knowledge about HR processes in healthcare as well as the factors 
affecting the implementation of e-HRM in a healthcare organization. Not just healthcare 
organization in India will benefit with this research on e-HRM but also other healthcare 
organizations in other developing nations can benefit from more research on this topic as 
they plan to adopt a-HRM in their HR department. Therefore, in order to prepare for the 
introduction of the e-HRM at various Indian hospitals, there is a need to explore the 
working features, needs, factors, consequences, and possible drawbacks of the use of e-
HRM. The literature about e-HRM in general and healthcare can provide such 
information about the various factors that affect its adoption in the healthcare's HR 
department and the lessons learnt from this study can be used in any future 
implementation of the a-HRM by various other healthcare organizations. 
The present knowledge about e-HRM in a healthcare industry is not sufficient while 
considering the adoption of e-HRM in the Indian healthcare sector. The research problem 
is to therefore represent a gap in information about the factors that affect the adoption of 
e-HRM in healthcare organizations. This gap needs to be filled with the information on 
HR department and what factors affect people's perception. The finding about the factors 
affecting the implementation of e-HRM in Indian healthcare sector will not only help in 
its adoption in the Indian healthcare sector but also provide beneficial insights for other 
developing nations too. The healthcare organizations will learn upfront on how its people 
will react to introduction of new technology, what factors they should consider during its 
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adoption and how to find the perfect balance in the organization between a-HRM and the 
HR professionals. This research represents an additional extension on the topic a-FIRM as 
it provides insights on e- FIRM within healthcare. With this research, it is expected that 
the gap in research regarding-HRM in a healthcare organization will be bridged to a 
greater extent. 
1.3 	Justification 
E-HRM is a fast developing phenomenon in the HR field. While reviewing the literature 
it was noted that, it is rather a broader field where questions are still unanswered or where 
ideas have no substantial scientific basis. Some of these questions have to deal with the 
factors influencing the adoption of e-HRM and the desired outcomes on e-HRM. 
And thus the various factors affecting the adoption of a-FIRM are the primary focus of 
this study. The adoption of e-FIRM by various organisations has risen in the last decade 
by the rapid development of the Internet (Strohmeier, 2007) and consecutively the field 
of HRM has been evolving since the last decade as IT has become more important in 
daily HR practices of organizations (like recruiting and hiring). Many studies have 
revealed that the adoption of e-HRM has a very strong influence on employees in 
organizations and their work processes (Lengnick-Hall & Moritz, 2003; Ruel, Bondarouk 
& Looise, 2004; Strohmeier, 2007). E-HRM is defined as the planning, implementation 
and application of information technology in the HR function for both networking and 
supporting at least two individuals or collective actors in their shared performing of HR 
activities' (Strohmeier, 2007) and keeping this in mind, any research which goes onto 
provide the various adoption factors of such a crucial technological advancement will 
only help the various organizations in the future in their quest to leverage technology in 
their HR department i.e. through a-FIRM. 
This research specifically concerns the factors affecting the adoption of a-FIRM within 
the Indian healthcare organisation. There are three main reasons for the choice of the 
healthcare organisation for conducting this research. 
1. Healthcare organisations are considered to be late adopters of a-FIRM due to the 
complexity of governance, technological, and - workforce structures (Evers, 2009; 
Bondarouk, TerHorst, & Engbers, 2009). With regards to the information intensity, the 
Indian hospitals are spending fewer budgets on IT in the HR department than other 
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organisation with the same intensity. A major reason for this alternating attitude could be 
the fact that the core business of a hospital is taking care of the health of people, i.e. 
service driven business model; just like in an Investment Management firm, where the 
major emphasis is to create profits for its investors and thereby the HR department which 
acts as a supporting wing, gets neglected while pursuing the higher goals of revenues. 
Therefore integration of IT becomes a side issue and hence a balance has to be found to 
deal with integration of technology, as the role of IT is changing within a hospital and 
also within its HR department. in Iieu of this fact, it makes a healthcare organisation an 
interesting subject to research with great possibilities to find out solution to their 
problems. 
2. A healthcare organisation is a service-oriented organisation where different groups of 
people at different levels are involved in providing healthcare service to its patients. 
These different groups of individuals have significant influences on the processes within 
the organisation and thus upon the adoption of an a-HRM application. 
3. For the purpose of this study, an excellent and carefully designed data sample for the 
adoption factors was collected from some of the big northern cities of India, which were 
within feasible reach of the researcher. These cities are New Delhi (Country capital/large 
city), Lucknow (State Capital/medium city) and Aligarh (small city). This allowed 
exploration on intentions and adoption of e-HRM in various sizes of population and in 
turn provided a good environment to gather opinions and perceptions about a-FIRM, 
which contributes, to the quality of the research. 
1.4 Research Objectives 
The following objectives were considered for the purpose of this research: 
1. To study the concept of e-Human Resource Management and to find out the 
differences between the traditional HRM and e-HRM. 
2. To examine the various interactions and its outcomes for adopting the a-HRM in 
healthcare organizations and to develop a suitable model of this process. 
3. To study the various factors affecting the adoption of e-HRM in the Private Healthcare 
sector of the Indian Subcontinent and discuss the results of the study. 
4. To study the various factors affecting the adoption of e-HRM in the private healthcare 
sector of some of the Indian cities and discuss the results of the study. 
9 
Chapter 2: Overview of Indian Healthcare Industry 
THE INDIAN HEALTHCARE INDUSTRY 
2.1 	Introduction 
A Healthcare System comprises of various institutions, organizations and resources 
whose primary purpose is to improve health of its end consumers, whereas Indian 
Healthcare System is built on the infrastructure of workforce, technology, information 
and organizational capacity. In general, A Health System should provide services that are 
consistent with the needs and financially fair, for the beneficiaries and should treat people 
decently (Health System, 2009). Easy access to healthcare is one of the very fundamental 
provisions for any society to achieve progress. Strengthening health systems and making 
them more equitable has been recognized as a key strategy for fighting poverty and 
fostering development. There is substantial empirical evidence about a good healthcare 
system's ability to improve people's lives tangibly every day. Any healthcare plan with 
considerable discriminations in service provision will always struggle to keep pace with 
the rising demand for healthcare. 
Government and local authorities are ultimately responsible for the overall performance 
of a country's health system. However, private sector has been a dominant source of 
providing health care services to the population in the Indian context, both at institutional 
and non- institutional levels. As per NSSO, 81% of patients avail private non-institutional 
care, while 62% avail private institutional care (NSSO, 2001) in urban areas. 
Population distribution and demographic profile of the nation has been significantly 
altered by the burgeoning population base and rapid urbanization. About 27.81% of the 
Indian population is currently urbanized, and are distributed across 35 cities (million plus 
population) and 423 towns (over 1 lakh population) (Ministry of Urban Development, 
2009) and several smaller townships. India is rapidly urbanizing and will continue to 
urbanize in the times to come, as is suggested by the constant rising urban population. 
With the rural population flocking to urban areas there is a commensurate need to 
develop healthcare infrastructure in urban areas, which is need based and rational to the 
regional context. Skewed distribution of healthcare infrastructure (physical and human 
resources) in the urban and rural regions is quite suggestive through pragmatic 
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information. Considerable variations within the urban areas are evident across different 
areas. 
In order to reach a modest bed population ratio of 2 beds per 1000 population, it is 
estimated that, India will require another 17.5 lakh beds with an investment of $86 billion 
(Ernest & Young, 2008). Since, it is also estimated that most of the projected investment 
is to come from the private sector, it is very critical to ensure that most of this investment 
is rational enough in mitigating the concerns arising from skewed distribution, across 
different regions. This makes it essential to understand the various aspects of private 
healthcare delivery system in Urban India. 
2.2 The Indian Healthcare system 
The Indian Healthcare Industry has been working towards change for a decade now. It is 
witnessing a sudden paradigm shift in the past five years. However, this has been visible 
only in last two years as this change was inevitable, as the Industry has been working 
towards it for a decade now. 
The healthcare sector was also considered only as a social sector so almost all the large 
hospitals were either Government or charitable hospitals. It has been undergoing a 
change from unorganized to an organized structure like many other sectors. Hence, for 
this very reason, healthcare delivery was sole responsibility of Private practitioners and 
Doctor owned and run hospitals till few years ago 
The Indian healthcare industry growing at 15% CAGR will be a US$ 280 billion by 2022, 
which is currently a US$ 36 billion industry. The trend of Private Hospitals in India was 
first started by Apollo hospital, which was closely followed by others. The 
corporatization of healthcare delivery is rapidly moving towards organized sector. Huge 
expansion plans and investments in healthcare delivery have resulted in dramatic changes 
in the last 2 years. Strong Indian economy can be attributed as a main factor in the growth 
and development in the healthcare business. 
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2.3 	Factors causing Healthcare Boom in India 
Following are the factors that are causing the boom of healthcare sector in India 
1. Strong Indian Economy: Indian economy is poised to cross that of US by 2050 in 
terms of its economic growth. Indian Economy experienced a GDP growth to 9.4% 
during 2006-07 from 9% during 2005-06. It is estimated that by 2025 the India's 
economy will be about 60% the size of the US economy. The transformation into a tri-
polar economy will be complete by 2035, with the Indian economy only a little smaller 
than the US economy but larger than that of Western Europe. By 2035, India is likely to 
be a larger growth driver than the six largest countries in the EU, though its impact will 
be a little over half that of the US. India will overtake Japan and become third major 
economic power within 10 years, which is now the fourth largest economy in terms of 
purchasing power parity 
2. A large number of Healthcare Financing options: The reach of Insurance has been 
increasing and the premiums collected from Health Insurance are predicted to increase by 
around 50% from last year. Two exclusive Health insurance companies have already 
started selling policies to its potential consumers. 
3. Greater Opportunities in Healthcare delivery: Following are some of the major 
drivers of the opportunities in the healthcare delivery in India 
a. Better Profitability (15-20% EBIDTA) 
b. Earlier Break Even (2-3 years): The break even for hospitals has been 5-7 years till last 
decade, however things started to change as the structure of hospitals moved from 
unorganized to the organized one in the past decade. 
c. Although costs have increased, still the healthcare industry is able to maintain good 
profit margins on all their services. 
d. Hospitals are now able to manage their funds in a better way 
4. Medical Tourism: The potential for India to become the hub for medical value travel 
is huge. All the existing Healthcare Delivery providers as well as the new entrants are in 
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some or the other way eyeing that market. Medical Value travel is one of the emerging 
global sectors grossing US$ 22 billion. In 2006, more than 2 million medical tourists 
availed services in South-east Asia from all corners of the world. With revenues close to 
US$ 450 million, India has a 2% share of the global health tourism. 
S. Increasing demand for healthcare services from within the county: In the past 
decade, the demand for quality healthcare has increased within the domestic healthcare 
consumers. These days patients have more options than before for choosing and using 
health care resources, and are increasingly becoming active and involved modern 
consumers. In the current scenario, healthcare service providers need to offer better 
innovative services and products that are directed towards health care consumerism 
encouraging patients to become more educated about their coverage care and helping 
employers make better choices. This has put additional pressure on the healthcare 
provider to better manage their existing services and bring better world-class facilities to 
its consumers. One can clearly observe that the lifestyle diseases are now in the limelight 
as compared to the traditional infectious diseases. Drastic improvements in the 
socioeconomic conditions in the past five decades in doubling the longevity from 32 to 
64 years, steep fall of IMP, elimination of leprosy & yaws, eradication of small pox, & 
poliomyelitis being on verge of eradication, confirms to all the success stories post-
independence. However, the challenge is with the on-going changes in disease burden 
that is creating a major health transition. Demographic transition clearly reflects 
qualitative and quantitative changes in the population segment and the country is facing a 
double burden of communicable & non-communicable diseases. Communicable diseases 
are still persisting as major health problems but the Non-communicable diseases are 
doubling its incidence & prevalence. Coronary Artery Disease, Diabetes, Renal failures, 
Stroke, Cancer are also on a rise as a result of Hypertension, metabolic syndrome & 
stress. 
2.4 Improving Quality of Care: The Private Health Sector in India 
The Indian private health sector in India has grown remarkably over the past several 
years (Baru, 1999). During the time of independence the private sector in India had only 
8% of health care facilities (World Bank, 2004). However, recent estimates have 
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indicated that 93% of all hospitals, 64% of beds, 85% of doctors, 80% of outpatients and 
57% of inpatients are in the private sector (World Bank, 2001). Conflicting with the 
commonly held views, private hospitals are relatively less urban-biased than the public 
hospitals. With the tremendous presence of the private sector in health, various state 
governments in India have been exploring the option of involving the private sector and 
creating partnerships with it in order to meet the needs of growing health care of the 
population. 
Though, prejudiced, expensive, over-indulgent in clinical procedures and without quality 
standards or public disclosure of practices, the private sector is apparently considered to 
be easily accessible, better managed and more efficient than its public counterpart. 
However, the private sector is India's most unregulated sector and also the most potent 
untapped sector. There is an increased effort in collaborating the private sector in the 
form of Public-Private Partnership assuming that it would improve parity, efficiency, 
accountability, quality and accessibility of the entire health system. There has been a lot 
of debate and many advocates argue that the public and private sectors can potentially 
gain from one another in the form of resources, technology, knowledge, skills, 
management practices, cost efficiency and even a make-over of their respective images 
(ADBI, 2000). Such Public- Private Partnerships are expected to ameliorate the resource 
constraints of the public sector by reducing investments in expensive tertiary care 
services. 
There has been an increase in the number of private health care systems in India and it 
has grown vastly over the years, as it is well established and flourishing. The private 
health sector accounted for only 5 to 10% of total patient care at the time of 
Independence. The share of private sector in total hospitalized treatment was estimated at 
58.3% in rural areas and 61.8% in urban areas in 2004. The government sources account 
for only 22% in rural areas and 19% in urban areas in the case of non- hospitalized 
treatment (Planning Commission, 2008). It has been confirmed from the data from the 
National Family Health Survey (NFHS) 1111 that the private medical sector remains the 
primary source of health care for the majority of households in urban (70%) as well as 
rural areas (63%). Private Practitioners, clinics and nursing homes are the main source of 
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care in the private sector, catering to 46% of the urban and 36% of the rural households 
(ZIPS and Macro International, 2007). 
A close look at Micro-level studies also depicts a similar picture. A majority of chest 
symptomatic (75% of the male patients and 75% of the urban patients) obtained care 
from the private sector in Haryana (Grover, Kumarm & Jindalm, 2006). In Kerala, 77% 
went to private sources for outpatient care (Levesque et al., 2006). Majority of slum 
dwellers in Indore sought outpatient care predominantly from the private sector (Islam, 
Montgomery & Taneja, 2006). Again, only 25% of the elderly went to a government 
source for medical care in Dehradun (Kaushik, 2009). A study of six states in three North 
Indian states reported that the proportion of people who went to private health facilities 
was high, varying between 63% and 83% (Iyengar & Dholakia, 2011). 
Thus, it can be said that a major contributing factor to the growth of the private health 
care system is the weak government health care delivery system, coupled with the poor 
quality of care offered by it. Other important factors contributing to the growth of private 
healthcare system are: 
2.4.1 Government Policies 
The National Health Policy of 2002 encourages private investments to increase the 
availability and coverage of health services (Lal, S., 2002). This will help to establish an 
integrated network of evenly spread private specialty and super-specialty services 
(MoHFW, 2002). In order to achieve the envisaged goals, the National Population Policy, 
2001, advocates a partnership between private sector organizations and non-government 
voluntary organizations, also including corporate houses (Planning Commission, 2001). 
The participation of the private sector is foreseen by the National Rural Health Mission to 
ensure that the states makes full use of the health care providers available in remote 
regions and to also encourage better utilization of publicly owned health facilities 
(MoHFW, 2002). 
2.4.2 Indirect Support from the Government 
The corporate hospitals in India receive a number of financial concessions in the form of 
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subsidized sale of land, reduced import duties and tax concessions for medical research 
by the Government of India (Baru, 2000). There has been increase in the domestic and 
foreign companies that have come forward to set up tertiary care, super-specialty 
hospitals. Reduced utility charges, discounted or free land and low-interest loans are the 
other benefits received by the private sector (Chakraborty, 2003). Health care has 
gradually emerged as a top-notch industry, attracting individual as well as institutional 
investments. 
In South Indian state of Andhra Pradesh, the private sector has outgrown the public sector 
through the direct and indirect patronage of the state government (Narayana, 2003). The 
state and central governments offer huge amounts of public funds in the form of 
reimbursements from public sector undertakings to the private corporate hospitals for 
treating their employees. Rather than complementing, private hospitals are replacing 
public hospitals by weaning away resources from government hospitals. About Rs. 800 
crore (89%of the premium) went to private hospital under the Rajiv Gandhi Arogyasri 
scheme implemented by the Andhra Pradesh government, and each of the 768 private 
obstetricians who participated in the Chiranjivi scheme of the Gujarat government earned 
on an average Rs. 10 Iakh (CII & HOSMAC, 2009). 
Thus, we see that the quality of care provided by the private health care delivery system 
is an important factor in achieving the nation's health goals, given the huge presence and 
significant share of the private health care delivery system in the total health care 
scenario of the Indian sub-continent. 
2.5 	Quality of Care of the Private Sector 
World Health Organization defines quality of care as 
"The Proper performance (according to standards) of interventions that are known to be 
safe, that are affordable to the society in question, and that have the ability to produce an 
impact on mortality, morbidity, disability, and malnutrition (Roemer and Montoya-
Aguilar, 1988)." 
US-based Institute of Medicine's Committee to Design a Strategy for Quality Review and 
Assurance in Medicare defines Quality of care as "the intensity of health services for 
17 
individuals and populations where the likelihood of desired health outcomes and are 
consistent with current professional knowledge (Lohr, 1990)." 
As recommended by WHO (2006), a healthcare system should endeavour to make 
improvements in six dimensions: 
1. Effectiveness of healthcare- adherence to evidence base and results in improved 
health outcome. 
2. Efficiency of healthcare - maximizes resource use and avoids waste. 
3. Accessibility of healthcare- timely and geographically reasonable. 
4. Acceptability of healthcare - takes into account individual preferences. 
5. Equitability of healthcare- does not vary in quality due to factors such as gender 
and socio- economic status. 
6. Safety- minimizes risk and harm. 
For evaluating the quality of care from the client's perspective, Bruce (1990) offered a 
framework. It consists of six elements. These elements are: 
1. Choice of methods of healthcare. 
2. Information given to clients about the services. 
3. Technical competence of healthcare providers. 
4. Interpersonal relations between the clients and the health providers. 
5. Follow-up and continuity mechanisms for the client. 
6. Appropriate and timely constellation of services. 
A systems framework comprising of three types of indicators i.e. structure (inputs), 
process and output & outcome is used for evaluating the quality of care. Infrastructure, 
manpower, drugs, equipment, etc. are the inputs/structures for the framework. Safety,. 
cost effectiveness and timeliness of interventions are the indicators related to processes. 
Once the disease is cured, the relief from disease, mortality, disability and patient 
satisfaction are the output and outcome indicator. Though, the inputs ensure that the 
processes are carried out but yielding the desired outputs/outcome may not always hold 
right (Donabedian, 2005). 
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Individual practitioners and institutions (nursing homes and hospitals) are the two major 
subsystems that comprise the delivery system of private healthcare in India. The private 
sector has individual practitioners in both the modem and traditional systems of medicine 
who are also sometime referred to as private medical practitioners. Hospitals in India 
comprise of for-profit hospitals and nursing homes, corporate hospitals and not-for-profit 
NGO and missionary hospitals. Commercialization of private hospitals during the last 
two decades, has significantly increased like Apollo, Fortis, and Max etc. increasing the 
number of private hospitals with corporate chains 
The majority of private sector hospitals in India, however, are small establishments. It 
was pointed out that 94% of inpatient facilities have only four beds on an average, 
according to a census of health facilities in Udaipur district (ARTH, 2005). Out of an 
estimated 250 private hospitals in Hyderabad, about 150 have less than 50 beds; only 15 
hospitals have more than 200 beds is reported by the city-level reports of Northbridge 
Capital, an investment bank (Butala, 2010). In Pune, out of an estimated 240 private 
hospitals, 132 have less than 50 beds, while only 10 hospitals have more than 200 beds 
(Butala, 2010). New Delhi has about 700 private hospitals on 31 March 2011 and about 
85%of them have less than 30 beds as reported by the Nursing Home Cell of the Delhi 
Government. 
2.6 	Private Medical Practitioners (PMPs) in India 
The Eight Five Year Plan in 1992, National Health Policy, 2002 and International donor 
agencies have emphasized the need for reforms in their successive plan documents in 
order to overcome the deficiencies in public sector health system. The World Bank 
(2001) has been catalytic in initiating health sector reforms in many states. It emphasizes 
that India's health sector is now ready since the status quo is leading to a dead end. 
According to World Bank (2001), there is no single strategy that would be the best 
option. 
The strengths and weaknesses of both public and private sectors do not allow either of 
them to operate alone. It is believed that the public and private sectors in health can 
potentially gain from one another (ADBI 2000; Bloom et al. 2000; Agha et al. 2003). Due 
to resource constraints in the public sector of governments across the world in the past, 
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partnership with the private sector has emerged as a new avenue of reforms, in part 
(Michell-Weaver, C. & Manning, B. 1992). The wider belief that public sector 
bureaucracies are inefficient and unresponsive has led to the involvement of private 
sector. The market mechanisms will promote efficiency and ensure cost effective, good 
quality services with the linking of private sector (WHO, 2001). Public sector has a dual 
role of financing and provision of services because of its increasing inability on both 
fronts (Mitchell, 2000; Mitchell M., Yidan Wang, ed.,1998). Therefore, the partnerships 
between the public and private sectors can play a dual, innovative role in financing and 
providing health care services. 
The World Bank (2001) and the National Commission on Macroeconomics in Health 
(2005) strongly advocated that both public and private sectors should be made more 
accountable. They also stressed that it is imperative to harness the private sector's energy 
while reviewing the health sector for its failures. It was envisioned in the Tenth Five-
Year Plan (2002-2007) for the need of private sector participation in the delivery of 
health services. 
India has a vast majority of PMPs with unqualified who lack proper training, especially 
those in rural areas. Nevertheless, they freely prescribe allopathic medicines (Ashtekar, 
S., Mankad, D. & Raimane, K., 2004; Rao, P. H., 2005) with some of them not having 
any medical or para-medical training (Banerjee, A., A. Deaton & E. Duflo, 2004). This 
phenomenon is not limited to rural areas. A survey of private health care providers in 
Delhi (Das, J., 2001) showed that 41% are unqualified for providing the required 
healthcare service. 
In rural West Bengal, a study on the disease management practices for acute respiratory 
infections (ART) in under-five children among private health care providers found that the 
technical quality of care provided by them is inadequate and is attributed to their poor 
technical competence (Cbakraborty, S. & Frick, K., 2002). The competency of PMPs is 
highly questionable in India. Das and Hammer (2004) used vignettes (hypothetical 
conditions), coupled with direct observation of practice and observed that there is 
tremendous variation in the competence necessary to recognize and handle common and 
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dangerous conditions; and even when the providers know what to do, they often do not 
implement it. In Delhi alone, private health care providers visited by the poor were found 
to be less knowledgeable than those visited by the rich, indicating inequalities in access 
(Das, J. & Hammer, J. 2007). 
	
2.7 	For-Profit Healthcare Service - Nursing Homes/Hospitals 
Private sector hospitals have highly qualified, better-trained physicians and para-medical 
staff possessing good technical skills. Hence, the private sector is generally assumed to 
be more efficient and quality-conscious. Most private hospitals in Andhra Pradesh fell 
short on indicators such as land area and space per bed compared with the norms 
stipulated by BSI (a leading international standards body) for infrastructure for 30-bed 
hospitals (Mahapatra. P., 2003). Even bigger hospitals in the private sector face a 
common problem of the availability of qualified and trained nursing staff. 
Private hospitals and nursing homes are also highly accessible like the PMPs (Ramani, 
2006). With Private hospitals located in cities and towns, there is hardly any hinterland 
(Ashtekar, Mankad & Raimane, 2004). However, due to better accessibility in terms of 
the distance and timings of the hospitals, responsiveness to patients and the dismal 
quality of health services in the public sector, the private sector is patronized in spite of 
its poor quality care (Muraleedharan & Nandraj, 2003) 
2.8 	A Historical Evaluation of Public Health Services in India 
Four phases of the growth of health services can broadly be discerned in Independent 
India: 
1. 1950s — Mid 1960's: The immediate post-Independence period. 
2. 1965- 1980: The next fifteen years. 
3. 1980s onwards. 
4. The current phase starting from 1991: Formal Adoption of new economic policies. 
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2.8.1 The Growth of Public Health Services 1950-1965: A Period of Growth at All 
Levels 
In order to deal with problems faced by the British army, initially after 1857, public 
Health in its modem form entered India as an independent sphere of activity during the 
colonial period and then grew rapidly around 1900 in response to large-scale epidemics. 
Research institutions such as the All India Institute of Public Health & Hygiene and the 
Malaria Institute were set up in the first three decades of the 20th century. Initially some 
health related services were provided by municipalities to a limited population in the 
urban areas, with dispensaries and hospitals growing sporadically. Small-scale efforts and 
some experiments were conducted to provide services to the rural population as well. 
The immediate post-Independence period of the 1950s and 1960s saw a fair increase in 
advanced research institutions, medical colleges with tertiary hospitals and Primary 
Health Centres, while the sub-centres at village level lagged behind. In 1956, abolition of 
the licentiate course, recommended by the Bhore Committee, was finally accomplished. 
While medical graduate education grew, nursing and other health personnel lagged 
behind. 
There was a growth in the vertical programmes (for small pox and malaria) grew, but the 
general health services lagged behind. The setup of a doctor centred culture of health 
related services perpetuated the creation of an urban-oriented, curative, and biomedical 
expertise-centred professional mind-set of the health personnel. As such, the stage was 
set for the technical perspective and hierarchical, doctor- centred culture of the health 
services that was to follow. A significant number of institutions of Institutions of 
Indigenous Systems of Medicine & Homeopathy (ISM & H) were set up as a concession 
to the Chopra committee, but with nominal financial allocations as compared to the 
allopathic institutions. However, it was only after two decades when the Village Health 
Worker scheme was started in 1977 and the village level workers were taken into 
consideration. 
There were significant achievements made during this period in terms of a network of 
health institutions being established, which took control over malaria that was the biggest 
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killer at the time (from an estimated 75 million cases and 1 million deaths in the 1940s to 
a mere 50,000 cases and no deaths in 1961). This resulted in improvements in economic 
conditions, food production and standards of living and elimination of smallpox in large 
parts of the country resulting in the decline of mortality rates. 
2.8.2 Growth of Village Level Services- 1966-1980 
The crisis at the end of the 1960s in terms of wide spread drought raised questions about 
the development model adopted so far, with an international questioning of the 
continuing leadership of the earlier colonising countries. 
Expenditures on public social sectors were cut down due to the global oil crisis in the 
1970s. This churning crisis Ied to some shifting of focus to rural areas. It was also desired 
that the Alma-Ata resolution on Primary Health Care in 1978 (WHO, 1978) came to be 
internationally accepted as the approach for health service development. However, the 
powerful sections wanted to raise the bogey of `population explosion' that was eating 
into the gains of development. China's barefoot doctors and civil society initiatives such 
as the Jamkhed project provided alternative visions to the National Health Policy of 1983 
who evaluated the development of services up to then as `urban oriented and curative'. 
There was a remarkable development in the pace of infrastructure development at the 
sub-centre level. The limited achievements of the Family Planning Programme (FPP) and 
resurgence of cases of malaria all across the country coupled with increasing deaths 
forced some rethinking within the health sector. This led to efforts for their- integration 
with the general health services as the isolation of these vertical programmes from the 
general health services was acknowledged as one of the causes of their limited success. 
This gave the impetus for increasing the village level infrastructure; so even while the 
health service at the village level expanded its vision, the former remained `vertical' and 
`selective'. 
The tasks of the FPP and malaria control were being given priority. Therefore, the newly 
created `multi-purpose workers', the personnel working in the community were forced to 
focus on these problems. Efforts were made by exposing the medical students to rural 
conditions and experience in working under those constraints by initiatives such as the 
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Reorientation of Medical Education scheme at peripheral levels. Another such initiative 
was the Community Health Volunteer Scheme for training villagers to provide basic 
preventive and first aid services at the doorstep. A form of community participation with 
the Community Health Volunteers acting as a two-way channel for communication 
between the service system and the community was to be enacted. With many of them 
becoming privately practicing `doctor sahibs', the scheme only created menials for the 
health service personnel, Thus, there was no effective change in the culture of the health 
service system, or questioning of the content of its services and none of the systemic 
visions changed. 
A demand for services in the general population had generated leading to the creation of 
a large number of medical professionals `of the highest order', i.e. the medical graduates, 
and a cadre of paramedics had been created. This demand was caused due to the spread 
of service institutions. With social hierarchy in the caste/class background of the service 
providers and the served, the quality of services provided got little attention. Inadequate 
infrastructure and a growing social alienation between the service system and the general 
population also led to the compromise in quality. With increasing demand the services 
grew outside the public sector, as there was no expansion at the PHC and secondary 
referral level. 
2.8.31980s onward with a Boom in Health Care Institutions 
The period of 1980s saw a boom in health care institutions. These institutions proliferated 
at all levels but more so at the primary level in both public and private sectors. The 
perspective vision got further narrowed with the international discourse and programmes 
retreating from the Primary Health Care Approach to `Selective' Primary Health Care in 
1980 (Banerji D., 1985, Chen L., 1988). The idea of Public health got bogged down in 
managing the family planning and health programmes. Identifying society's pathology 
and providing recommendations for other sectors for action to improve the health of the 
population took a setback. `Public health' became `preventive medicine' and specific 
disease control programmes and population control programmes got international 
professional support and funds. 
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The `social' dimensions being taught in the departments of Preventive & Social Medicine 
in medical colleges were very superficial. This was reflected this in the education they 
imparted to the medical undergraduates. Public health research was instilled to some 
extent with a social orientation focusing on people's life conditions in the 1950s and 
1960s as in the case of tuberculosis and occupational health (Kurian C.M., 2002). 
However, it bad by now been stalled. The excitement and rewards of this profession lay 
elsewhere for the `highest order of doctors' professional. The healthcare institutions did 
not instil the environment to promote creative engagement with the survival problems of 
the people. Healthcare Research institutions only copied and mimicked their advanced 
counterparts in developed countries. These centres of science and technology were not 
only beyond all checks and controls of their own society but also remained out of the 
reach of the people. Thus, majority of people remained alien to such institutions. 
However, there were always some committed individuals or groups of individuals did 
exist as exceptions to prove the rule, who attempted to relate to the poor and the rural 
sections and they kept the institutions going with some meaningful activity (Singh, V., 
2002, Sarkar A., 2002). A majority of committed doctors were socialised by the 
Nehruvian vision of development and for them ethical state-of-the-art practice with a 
humane touch was the ideal. 
However, a large part of India's economy and policy diverted from the national 
movement's idealism and Nehru's notion of socialistic self- reliance. They moved 
towards more transparent internationalist elitism to procure for the better-off sections of 
society, state-of-the-art consumer goods and services. Many trained medical and 
paramedical professionals and practitioners of ISM & H who were not absorbed by the 
public sector, got into private practice to cater to the demand at all levels of care and for 
all sections. The private practitioners comprised of the non-formal practitioners at village 
and slum level. Those at the urban level comprised of the formally trained practitioners 
for better off running clinics, polyclinics, nursing homes and hospitals with a wide range 
of quality and pricing of services. Commercialization in health services increased with 
competition. The expansion and marketing strategies of the pharmaceutical industry, 
increase in the diagnostic services and specialists who garnered patients through 
commissions to the public sector care providers and the private general practitioners led 
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to commercial interest in health services. The quality of the public sector was further 
depleting. This was because the public sector personnel were frustrated by the distortions 
and limitations within the public sector and were lured by the commercial sector with 
increasingly links between public sector personnel with the private sector. This led to the 
coming together of Techno-centric and commercial attitudes creating an explosion of 
irrational health care. 
People's own assessment of various medical knowledge based on the problem at hand led 
to resorting to different providers at different times. Hence, they made a choice of private 
and public sector providers within `modem medicine'. In order to influence lay people's 
expectations, the management of patients increasingly incorporated unnecessary 
procedures and over-medication Iike administering injections when oral medication is 
available and effective is an obvious example (Reeler A.V., 2000). It was also perceived 
that the public sector doctors were most knowledgeable but negligent and rude, and the 
services in general `patient unfriendly' with inconvenient timings and problems of 
physical access, However, the private sector was perceived to have less knowledge and 
more commercial interests and was more patient-friendly. It was also believed the 
medicines being given through private practice were better relative to the routine and 
limited options perceived at the public institution (Banerji D., 1982, FRCH, 1994). 
Therefore, there was a constant movement between the public and private institutions. 
When an illness persisted or became serious, it resulted in pluralistic use of different 
folk/traditional/modern systems for different diseases. Expansion of public health 
services with specialists of curative medicine and epidemiology was advocated by 
professional bodies with civil society collaboration such the ICMR- ICSSR Study Group 
on Health for All at a new tier of institutions. As a result an increasing number of PHCs 
and Community Health Centre were set up to serve a population of 30,000 rather than the 
1,00,000 they were initially meant to cover. The FPP got a new face and got termed 
Family Welfare after being affected by excesses of the national emergency period 1977-
80. Projects like `India Population Projects' and `Area Projects' brought unprecedented 
international funds for infrastructure strengthening. As a result, the number of primary 
level institutions increased substantially. However, more generalist medical officer 
personnel had been sanctioned than the required norm and were over-filled. Hence, there 
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were serious shortfalls in backward areas with health care taking a back seat. The 
personnel essentially performed FPP tasks and CHCs were set up but with inadequate 
sanction of posts and specialist inputs. 
With poverty alleviation programmes over the 1980s and a special emphasis on the 
cumulative economic growth, a proportion of population that had income below the 
poverty line declined markedly and Infant Mortality Rates (IMRs) too, declined sharply. 
Epidemic diseases like kala-bazar in Bihar and West Bengal and falciparum malaria and 
cholera in Delhi returned with large- scale movement of people due to the skewed nature 
of economic development and livelihood changes and changing ecological conditions and 
non- sustainability of techno-centric disease control programme implementation. The 
demand for services increased with the rise of non- communicable diseases creating a 
double burden of disease. Although 6% of GDP was being spent on health services, but 
there was no trustworthy health service system to cater to the demand, despite an 
enormous health service infrastructure. 
Thus increasing demand for health care called for adequate infrastructure, which was not 
achieved. With poorly functioning primary level institutions and a competitive, 
expanding private sector, the public health system was in a crisis by the end of the 1980s. 
India had to give in to the World Bank - RAF led Structural Adjustment Programme 
(SAP) as there were no foreign currency reserves. Health Sector Reforms were adopted 
as well as even more selective and technology-centred changes in the vertical 
programmes to deal with the country's economic crisis of poor `balance of payments'. As 
people's participation rose, SAP agenda of withdrawal of the state from the social welfare 
sectors by shifting responsibility on to `the people' became as a crisis management 
exercise. However, the irony is that it also created an opportunity for creative 
engagement, going back to the initial and continuing tension, between the formal system 
and the majority comprising the poor and the rural sections. 
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2.8.4 Since the 1990s: Growth at Secondary and Tertiary Levels with 
Commercialisation and Corporatisation 
By 1990-91, despite the crisis, it has to be acknowledged that India has made 
development and has progressed on several fronts but at its own slow and steady pace. 
India's growth was a little behind many other `developing or ex-colonised countries, but 
still high relative to the per capita income levels. The World Bank took over WHO and 
UNICEF as the agencies leading in international health analysis and policy formulation 
and measures for `Health Sector Reforms' were put forth by the international agencies. 
Thus, the crisis was confronted by a multitude of efforts at strengthening the health 
services. Diverse measures have been adopted and/or are still in the process of working 
out by the central and state governments. Therefore, it is important to examine the policy 
proposals and adopt actual measures. The processes of decision-making that are still on 
and involve a struggle between acquiescence and resistance to anti-poor, anti- people 
measures as well as using the opportunity for change in favour of pro-poor, pro-people 
measures. Thus, it can be clearly understood from the experience of these years that 
development of public health services in a particular manner can provide structures for an 
escalation of the on-going processes of commodification of health and commercialisation 
of the health services at a mass level. 
Quality of health services is a universal concern and improving its quality is viewed as an 
imperative. However there are different views on the components of quality of the service 
system. This wide divergence in views leads to which components of the service system 
to prioritise and what constitutes `quality'. While one perspective is the strengthening the 
services from a Primary Health Care perspective, another perspective is increasing 
availability of state-of-the-art medical technology through institutions meeting 
international standards. The Health Sector Reforms (HSR) is building legitimacy for 
meeting the international standards while stating the objective of strengthening Primary 
Health Care. The latter attracts the middle class, suits professional aspirations of a section 
of medicos and the medical corporate sector. It is also conducive from the perspective of 
the internationally powerful lobbies of the pharmaceutical and medical equipment 
industry as well as insurance capital. Strengthening Primary Health Care in the public 
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sector was reduced to primary level services while secondary and tertiary level services, 
which are the greatest profit-makers, were to be promoted in the private sector. The HSR 
initially included cutbacks on public health expenditure, instituting user fees for public 
services, promoting `public - private partnership' in various forms, providing state 
support to private sector service development, and decentralisation of health services. 
The dominance of the neo- liberal, market-friendly environment were weakened by the 
checks imposed in earlier decades on the fetish for state-of-the-art technology by the 
other pro-poor, pro-people perspectives in India. Improving functioning now became the 
responsibility of secondary and tertiary hospitals and the private sector were being 
encouraged through state subsidies. 
The private sector has certainly experienced a boom since the 1980s; however, there was 
a cut in expenditure for the public sector as a crisis management exercise. The shifting of 
responsibility on to `the people' also suited the SAP agenda of withdrawal of the state 
from the social welfare sectors. While, it also created an opportunity for creative 
engagement, it went back to the initial and continuing tension, between the formal system 
and the majority comprising the poor and the rural sections. 
This has led to an overall impact to increase the `felt need' for hi-tech health services but 
a decline in the ability of all to access treatment. The statistics from NSS data shows an 
increase in `not taking treatment due to financial reasons' increasing from 15% in rural 
areas in 1986-87 to 25% in 1995-96, and from 10% to 20% in urban areas over the same 
period (Iyer, A. & G. Sen, 2000). 
2.9 	Moving from Private to Public Plans for the future 
India is the world's second largest country with 1.21 billion inhabitants, (Ministry of 
Home Affairs, 2011) and it is not surprising that it accounts for a significant share of the 
global burden of disease. Statistics show that chronic diseases cause 36% of deaths in 
India, while communicable diseases cause another 36% of deaths. With maternal and 
paternal complications and nutritional deficiencies, India also encounters one fifth of 
pregnancy-related deaths and one quarter of child deaths in the world happen in India 
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(WHO 2009; Srinath Reddy et al. 2005; UNICEF 2009; UNICEF 2008). These health 
conditions as well as the organization of health care are deeply rooted to the size of the 
country, both in terms of geography and population. Furthermore, social factors such as 
gender, caste, wealth, and education importantly give rise to social stratification and 
thereby great inequalities in access and quality of health care (Subramanian et al. 2008; 
Subramanian et al. 2006a; Subramanian et al. 2006b, Duggal, 2007). 
The Indian health policy after Independence aimed at placing a greater responsibility for 
the delivery of universal health care on the government (Srinath Reddy et al., 2011). This 
goal was not realized as the government failed to prioritize the delivery of health in its 
agenda, leading to low investments in health care, poorly framed health policies, and 
inadequate implementation. For satisfying the needs of the population and, recently, as a 
response to an increasingly liberal market, corruption of healthcare costs started fostering 
in the private sector and it grew without much control and regulation, fostering corruption 
and raising health-care costs (Srinath Reddy et al., 2011). India's total expenditure on 
health was estimated to be 4.13% of GDP (out of which 1.10% was public) in the year 
2009. At the same time out-of-pocket expenditure on health soared to as much as 80% of 
personal expenses, mostly for outpatient treatment (74%) and drugs (72%) (Ministry of 
Health and Family Welfare (MoHFW) 2009). The healthcare system has large differences 
across different states and expenditures on health vary by a factor of seven (MoHFW 
2009a). Insurance covering health-related costs are very rarely covered by the 
government. Among the Indian households, only 10% include a member who is covered 
by health insurance, and even these individuals are already privileged (Shiva Kumar et al. 
2011). Thus, the Central Government Health Scheme from 1954 provided for in-patient 
and out patient's medical care financial coverage. This scheme is reserved for the 
government employees and their families, members of the parliament, and judges, and 
the Employees State Insurance Scheme from 1948 offers medical benefits only to 
particular groups of employees in Iarge factories (International Institute for Population 
Studies (LIPS) 2007; Gupta & Trivedi 2006; Archarya & Ranson 2005; Ellis, Alam & 
Gupta 2000; Ranson et al. 2006). 
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The Indian rural population faces obstacles to health services. These obstacles are also 
related to physical access which is a problem for over 70% of the rural population while 
fast development caused unplanned and unequal distribution of services (Central Bureau 
of Health Intelligence 2008; De Costa et al., 2009). Such discrepancies between planning 
and execution is further related to the fact that funding for national health programmes is 
controlled by the central government while the states are in charge of the implementation 
of these programmes (Srinath Reddy et al., 2011). India lacks a comprehensive national 
health-care system that reflects in an increase in the out of the pocket expenditures that 
additionally aggravates poverty and simultaneously ensures large social inequalities, 
particularly in terms of gender, economic status, and urban/rural residence (Balarajan, Y., 
Selvaraj, S. & Subramanian, S. V. 2011). The additional lack of regulation has an 
important impact on the quality of care, with high levels of absenteeism among health 
staff, insufficient availability of medications, and inadequate training among 
practitioners. These are offered generally to the poor on the one hand, and the best care 
and technologies available for the small, wealthy proportion of the population and even 
foreigners on the other hand (Srinath Reddy et al., 2011; Peters et al., 2002; Rao et al., 
2011; Banerjee, Deaton & Duflo 2003; Banerjee & Duflo 2006; Chaudhury et al. 2006; 
Das & Hammer 2007). 
The government is taking new steps to improve the rural public health infrastructure. 
However, these schemes are still in the experimental phase and have not been particularly 
effective as they are not universal and they do not cover outpatient care or reimburse 
drugs (Shiva Kumar et al., 2011). The National Rural Health Mission launched in 2005 
could produce a possible solution to these challenges. This mission envisions important 
investments in public health services (to 2-3% of GDP by 2012). It also encourages 
public-private partnerships and outreach strategies such as c-health and telemedicine, and 
integration of Ayurveda, yoga, naturopathy, unani, siddha, and homeopathy (Balarajan, 
Y., Selvaraj, S. & Subramanian, S. V. 2011). The effectiveness of this mission has 
resulted in a steep increase in the use of these facilities and it is about to be transformed 
into the National Health Mission (Srinath Reddy et al., 2011; Shiva Kumar et al., 2011). 
In the meantime, the first National Health Bill was introduced in 2009 which is based on 
the view that health care is a public good and a right of every individual (MoHFW, 
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2009). Current proposals for India's health care reform focus on the integration of private 
and public health-care service delivery. It also stresses the creation of a universal health-
care fund and reduction of costs; increasing the numbers, diversity and distribution of 
human health resources; promoting evidence-based practices as well as rational use of 
drugs and technology; and establishing an accountable, decentralised governance 
structure to respond to local needs (Srinath Reedy et aI., 2011). However, broader social 
efforts to improve the status of women and the poor in the country are necessary steps 
that will ensure execution and effectiveness of these programmes (Raj, A., 2011). 
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Chapter 3: Literature Review 
REVIEW OF LITERATURE 
3.1 Review of HR function 
HR function can be understood by considering two directions. One direction is the 
philosophical affiliation which analyses the . HR function into its actors and their 
corresponding activities. The other direction is the time affiliation, which considers the 
traditional i.e. the past and current versions of the HR function. Hence the study of the 
transformation of the HR function to the use of a-HRM will be studied taking into 
account the philosophical affiliation of HR and the comparison of HR based on Ulrich's 
models. 
3.2 	Definition, Actors and Activities of HR function 
HR function is defined as all the managerial actions carried out at any level by the 
respective actors regarding the organization of work and the entry, development and exit 
of people in the organization so that their competencies are used at their best in order to 
achieve corporate objectives (Valverde et al., 2006). It includes the actors, as well as the 
relevant responsibilities and tasks performed by them. 
The HR function consists of actors who not only participate in the HR function, but 
involve all the people at any level e.g. the HR professionals, line managers, the 
employees etc. Therefore, they do not limit themselves to HR departments only (Hales, 
2005; Andolsek & Stebe, 2005; Francis & Keegan, 2006; Valverde, Ryan & Soler, 2006; 
McConviIle, 2006). 
The concept of HR function can also be deconstructed into three components. The first 
component consists of factors reflecting who performs the function i.e. the role. The 
second component consists of the responsibilities i.e. why they perform and the third 
component is what activities are taken to carry the responsibilities i.e. the process 
(Gutierrez, 1995; Svoboda & Schroder, 2001; Caldwell, 2003; McConville, 2006). Each 
actor in the HR department, the HR professional, for example, can play one or a few 
roles, and each role participates in certain process to fulfil its responsibilities. 
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3.3 	The Traditional history of HR function 
Traditionally, the HR department was treated less important than financial and marketing 
departments, because it did not create direct value, nor have any decision power on 
strategic issue (Fombrun, Tichy, & Devanna, 1984; Hall & Goodale, 1986). In the past, 
the function of HR department was recognized as the personnel management that focuses 
on administrative activities like selection, appraisal, reward, and development, welfare 
and industrial relationship. 
The traditional personnel managers did not take part in the company's planning and 
strategy decision-making. They attention to labour management and carefully designed 
the contracts and rules for monitoring the employees (Storey, 1995). Thus, a lot of 
attention was paid to control their employees through company rules and contracts. 
Usually, at this point of time the line managers played passive roles on the personnel 
management (Storey, 1995). They were the industrial relationship builders through the 
negotiation with employees and employers. The line managers acted on the decisions 
made by the personnel managers. 
The personnel management started to shift to "human resource management" since early 
1980s. This shift was due to the fact that HR professionals were considered to involve in 
strategic business decisions (Fombrun, Tichy, & Devanna, 1984; Hall & Goodale, 1986). 
With human resource management, the main tasks of HR professionals still focused on 
the daily administration, but broadened management activities are involved in the HR 
function, which reflected that the HRM began to pay its attention to the relationship with 
strategic business issue. 
At this time, the HR function was considered to be performed exclusively by HR 
department. The HR department spread its main activities into three levels. The 
operational level was the lowest level, which managed the daily personnel issue of the 
organization. The second level was the managerial level and it was mainly concerned 
how to manage the capable workforce by acquisition, retention and development. The 
highest HR level was the strategy level where the main function was to define HR in 
terms of the overall business goal. The main responsibility of the HR function was to get 
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the qualified people, and set the policies and programs for long-term human resources 
demand for the future development of business. 
However, there were two major obstacles affecting the effectiveness of HR function. 
These were the lack of the integration with the line management level, and the lack of the 
power. There were elaborate routine tasks and overloaded paper work that also made the 
HR function inefficient. In order to be more effective on service delivery and to become 
more mission-oriented, HR function needed to be strategic on operational and managerial 
level, (Hall & Goodale, 1986). The traditional personnel managers did not participate into 
a company's planning and strategy decision but paid attention to labour management. 
They carefully designed the contracts and rules for employee monitoring to gain control 
over their employees (Storey, 1995). 
3.4 The new transformed HR function 
Human resource management has developed and transformed for almost twenty years. 
There has been a lot of change in the HR function from the activities to management 
level. This change in the HR function has made the traditional structure of HR function a 
bit different as both the line managers and employees involve in HR issues. The strategic 
aspect of the Hlt function is still managed by the HR professionals as they are still 
considered as the core of workforce management. The changing role of HR professionals 
can be explained by Ulrich's model. In this Ulrich has defined the "four roles of HR 
professional model" in 1997, and later develops the model in 2005 to examine the 
changing of HR professionals. 
3.4.1 Ulrich's model 1997 
Ulrich defines four roles of HR professionals involved in the HR function performance in 
1997. These roles are as follows: 
1- Strategic Partners 
2- Administrative Experts 
3- Employee Champions 
4- Change Agents 
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Ulrich (1997) defines strategic partners; "strategic partners" are the HR professionals, 
who work together with top executives and managers to make competitive business 
strategies and to figure out appropriate HR strategies, policies, practices and tasks to 
support the business strategies. They should also make sure of the implementation of the 
strategies and that it takes place effectively. At the same time, they have the role of 
developing certain evaluation method to estimate business results. 
The second role of HR professional defined by Ulrich (1997) is "administrative experts". 
Administrative experts are people who should make HRM work more effectively and 
efficiently. This is made possible by techniques like reengineering organizational 
processes, improving the capacity of organizations to gain competitive advantages, 
reducing cost, adding value, and determining insourcing and outsourcing strategies for 
better HR services delivery. 
Ulrich (1997) defines the third role, as "Employee champions". It is the deputation of 
employees that means, at this position, the first thing HR professionals should do is to 
understand and find out the demand of employees. This is achieved by having friendly 
and useful communication with them frequently. At the same time, they should provide 
necessary resources to employees. The HR professionals in the Employee Champion role 
should motivate their employees, and provide certain training and learning programs to 
help employees realize their potential. Employee champion also means that HR 
professionals represent the voice of employees in the organization. They are responsible 
for enhancing employee commitment, developing employees' competence, and 
enhancing the capability of employees for the competitiveness of organization. 
"Change agents" are the HR professionals that support the organisation transformations 
and manage the organization changes. In this changing process, "change agents" need to 
create new culture to help organization members get enough motivation to participate in 
the new situation. 
3.4.2 Ulrich and Brockbank's model 2005 
The HR function has adapted and changed, from the time when Ulrich launches the 
theoretical framework of HR four roles model in 1997. According to the changing 
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situation and the role of the HR function, Ulrich and Brockbank (2005) have made some 
changes on the model of 1997 in order to make it suitable to the actual HR function in the 
organizations. The 1997 Ulrich's model divides HR professionals into four roles: strategy 
partner, administrative expert, employee champion, and change agent. Ulrich and 
Brockbank in 2005 expanded these four roles to five: 
1-  Strategy partner 
2-  Functional expert 
3-  Employee advocate 
4-  Human capital developer 
5-  HR leader 
They also specified responsibilities to each role. According to Ulrich and Brockbank's 
(2005) new opinion, the strategy partner has multiple roles. It includes the business 
expert, change agent, and knowledge manager. The change agent that exists in the 
previous Ulrich (1997) model now becomes the part of the strategy partner. Here, the 
strategy partner should help the line managers to reach their goals. 
Functional expert is responsible for the delivery of HR practices. The role of "functional 
expert" is broadened by using technologies for administrative efficiency unlike the 
traditional function of administrative expert. 
The role of both Employee advocate and human capital developer is concerned with 
employees. The difference is that while the Employee advocate focuses on current 
employees to make sure that the relationship between employees and employers is 
meaningful and friendly, the Human capital developer puts attention to the future 
workforce, including acquiring external suitable workforce and helping today's 
employees for future development. 
The last role of HR leader is the people who control the whole situation. Attaining a good 
leadership is the sum of above four roles. For being an HR leader, he/she should set the 
relationships among each HR function, and supervise the whole HR community. 
It can be concluded that HR professionals have worked as business partners 'i.e. as more 
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competitive players in the core of business issue. As business partners, they start to align 
their work with business strategies, and spend time with line managers of various 
departments to ensure that HRM helps to create business value (Ulrich & Brockbank, 
2005). HR business partners act as value creators for an organization and provide positive 
outcome for key stakeholders like customers, investors, line managers, and employees 
(Stone et al., 2006). They also involve as strategic contributors and create competitive 
advantage in business. 
3.5 HR function transformation 
In the last decade, the HR function has been a key to just about every kind of change. 
Most global organizations now recognize the value-chain proposition that HR brings to 
the business. The last decade or so has been crucial in the evolution of HR from a 
transactional/traditionaI to a strategic partnership focus. However, there is a lot more 
work to be done. The evolution of HR function must continue its journey in transforming 
from pure strategic partnership to being a strategic player. An HR function can position 
itself as a strategic player, e.g., a revenue-generating function, whether directly or 
indirectly by way of productivity increase or talent upgrade that can enable the 
organization to take leaps in a way that creates an unfair advantage over competitors. 
Cost-cutting initiatives at organizations are done to 'effectively compete in a global 
market place and often HR is not exempt from it. When we compare taking cost out of 
the system and redesign within the HR function, redesign isn't so much an initiative of 
how HR provides a more efficient level of service to the business. Both, restructure and 
redesign are two very different activities. Sometimes, a restructure with the system forces 
a redesign and sometimes, the former is a consequence of the latter. A carefully planned 
renovation of the HR function is one where restructure and redesign occur as a function 
of each other. 
Today most HR professionals have created a niche market for themselves where change 
management, organizational design and development, and even mergers and acquisition 
skills are highly sought-out. Organizations- big, small, private and public want strategic 
thinkers i.e. people who understand change, have an acute sense of business acumen and 
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global exposure. Functions like Job descriptions, conversations, and interviews can be 
likened to a buzz-word fish market where strategic ideas and words bounce of the walls 
and discussions are focused on how important a strategic HRM function is. The ideal 
candidate for an organization would be one who doesn't necessarily do "HR for HR" but 
instead "HR for business." Hence, the interest and gravity of HR evolution is critical and 
great news for businesses. 
This section discusses HRM transformation in two parts. The first part is about the 
necessity of transformation, and the second part mainly focuses on the definition of HRM 
function transformations. 
3.6 	The factors responsible for HR function transformation 
Competition, globalization and continuous change in the market and technology are the 
main reasons for transformation of HRM function. The business world is becoming more 
and more demanding with the increasing competition and globalization. Global Business 
requires developing capability for long-term survival, and the improving productivity to 
gain market share. Such demands have forced organizations to make the best use of their 
human resources so they can keep or attain their competitive advantage in the continuous 
changing market environment (Beer, 1997; Appelbaum & Wohi, 2000; Stockport, 2000; 
Sagie & Weisberg, 2001; Knapp, 2004). 
Furthermore, there are other driving forces like business environmental change, customer 
satisfaction, management diversification, and development of knowledge and technology 
pushing organizations to reconsider their HRM function to meet the strategic business 
demands and the future corporate success. (Yeung, Brockbank & Ulrich, 1994; Beer, 
1997; Robertson, 2000; Appelbaum & Wohl, 2000; Aston, 20(12). These driving forces 
surge the HRM function to evolve under the pressure of environment avoiding the 
downside of existing systems. 
1. Change in Business and Environment: 
The fundamental changes in business world have created a shift in the HRM function and 
have put the HRM function into an important place (Schuler, 1990). The rapid business 
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change and the increasing competitive pressure on profit cause uncertainty of personnel 
management. Such pressures force the organizations to reduce the cost from various 
aspects leading to reduce the personnel management cost. It becomes all the more 
complex for organizations running global business that find themselves in a complex 
situation on employee management that requires managing employees of different 
business function, in different product lines, or with different culture background, etc. All 
these changes demand adaptable and effective management style. 
2. Service delivery: 
One of the basic functions of HRM is to deliver its services to both the internal and 
external customers and ensuring that the services are effectively delivered (Yeung, 
Brockbank & Ulrich, 1994). The traditional HR function only concerns the basic services 
such as selecting the right people for organizations, managing the database of employees, 
and gauging the employees. Now, the situation is changed and there is increasing 
demands from the customers that force the HRM to be more valuable on its tasks. HR 
professionals are now a part of value-creating activities, such as standardizing the work 
process and coordinating the tasks that helps them to resist the pressure from business 
environment (Mohrman & Lawler, 1997; Beer, 1997; Robertson, 2000). 
3. Workforce Diversity: 
The success of any business depends upon its people. With the growth of international 
business development, the workforce can be divided based on universal variables as 
gender, socio-economic status, geography, and generation gaps (Sagie & Weisberg, 
2001). The increasing number of aging people in the developed countries and changing 
values of the young generation in the developing countries require a fundamental change 
of the tasks of the personnel management (Selmer, 2001). The HR professionals are 
bound to create harmonious organization culture and widely acceptable work values with 
multi-classifications of employees that leads to diverse values and multi-cultural working 
environment. 
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4. Development in Technology: 
The advancement in technology is the last driven force for HRM transformation. The 
technology supports organizations to improve their business competence through varied 
aspects. 
The use of technology changes the management of information and releases the burden of 
publishing information of HR department. These rapid technology changes require the 
HR professionals to acquire new skills through education or outsourcing of HR 
professionals who have certain IT skills. Yeung et a1. (1994) report that more than half of 
the companies interviewed have used the e-HRM to integrate their databases and their 
information system provide better information access for managers and employees. 
Moreover, Sagie and Weisberg (2001) have performed research about HR function in 
companies in Israel and have found out that the technology levels have divided the HR 
department into two parts i.e. the high-tech and low-tech sectors. The high-tech sector 
focuses on the strategic issues that create value for the overall business while the low-
tech sector deals with basic traditional tasks. Hence, the HRM needs to adjust itself to 
maximize the benefits of using a-HRM. 
3.7 Definition of Transformation 
The American Heritage Dictionary of English Language Fourth Edition defines 
transformation as "the act or an instance of transforming" or "the state of being 
transformed". The word root of "transform" can be divided into two word roots — "trans" 
and "form". The first word "trans" means, "change" while "form" is "the shape and 
structure of an object" or "the essence of something". Thus, "transformation" can be 
understood as "the changing of appearance or form" or "the changing of nature, function, 
or condition" (Hornby, A. S. & Wehmeier, S. 2000). 
Transformation can be defined based on the meaning of change (Appelbaum -& Wohl, 
2000). According to them, both change and transformation is the process of making 
something different from previous status. The concept of change exists when some 
alternation is present. Hence, the objective of change should already exist and the result 
of change is to make things different or even better. Transformation, on the other hand, 
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focuses on creating new things that do not exist before besides improving (they also 
define continuous transformation as "reinvention"). Thus transformation emphasizes on 
making things work better in the new context. 
Stockport (2000) holds the view that transformation is also a kind of change but more 
radical, and more likely to happen internally, concerning an organization. Such 
transformation is a way for long-time survival that occurs in the systems, structures, 
employees or culture. Transformation can be divided into four stages, namely 
"unconscious incompetence", "conscious incompetence", "conscious competence" and 
"unconscious competence" (Stockport, 2000). In the beginning of the stage, most people 
in the organization do not feel necessary to transform. They also do they have the 
relevant ability to manage it. After some time when this period is over, they start to 
consider the possibility of changing although still no action is taken, which is marked as 
"conscious incompetence". The third stage is considered to be the core of whole 
transformation process. Participated managers and employees, information technology, 
and knowledge management are some factors that need to be taken into account at this 
stage to develop a "conscious competence". Finally in the maturation stage -  
"unconscious competence", transformation is finished and new system replaces the old 
one in daily business. 
Thus, transformation is defined as an advanced form of change, which emphasizes radical 
changes creating new context in making things better. The literature suggests that 
transformation is kind of change, because both of them are making things different 
(Stockport, 2000; Selmer, 2001; Rowley & Bae, 2002). Furthermore, transformation is 
more "radical" and "innovative" in its approach that focuses on changing from the 
fundamentals. For transformation to take place, proficiency, creative mind and 
technology support are needed. An organisation needs transformation to take place at the 
most essential place. The factors involved in the transformation must assist strongly in 
the transformation procedure. These factors include: 
1. Leadership: It is the requirement of the strategic leaders to hold the blueprint of the 
whole transformation process with which they would encourage and enforce the 
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transformation. This will help transformation to happen with clear direction. 
2. Information management: There should be sufficient knowledge for transformation to 
take place. People participating and managing the transformation should gain enough 
knowledge or make sufficient use of existing knowledge for smooth transformation 
process. (Klaila, 2000). 
3. Employees: The employees should be motivated and be a part of the transformation 
process. They should be ready to accept the challenge and accept the new way of doing 
things (Stockport, 2000). 
4. Future development: Transformation aims at long-term survival and development of an 
organization. The continuous change in technology and the demands of customers 
necessitates transformation to be based on the vision of future coordinating the task. 
(Mohrman & Lawler,1997; Beer, 1997; Robertson, 2000). 
3.8 Transformation of the HRM into e-HRM 
There are two aspects of transformation of HRM. Firstly, it has to be understood that 
there has been a slow and gradual change in HR department, by redesigning its structure 
or outsourcing the whole HR department (Mohrman & Lawler, 1997; Knapp, 2004). The 
HR work is no longer the basic administration, but it moves toward the management 
consultant and strategy aspects (Selmer, 2001; Rowley & Bae, 2002). Secondly, there has 
been a change in the change of management level with the participation of line manager 
and employees into the staffing issue along with the HR professionals. 
Hence, HRM transformation is the change that expands the involvement of actors in HR 
function and which makes HRM concentrate more on strategic, value-creating activities 
for the long-term business objective (Bennett, E. E. 2010; Bennett, E.E. 2009). 
Technology helps the Human Resources (HR) department in its quest for achieving wider 
organisational strategic goals. HR managers are expected to be more efficient 
administrators and be more strategic towards their line of business. Technology is crucial 
in helping increase the department's efficiency, increase attraction and retention, reduce 
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administrative work and cut variable costs. Thus, use of e-HRM is crucial in achieving 
both efficiency and freeing up the redundant administrative work in order to become 
more strategic and efficient. This would help employees to appreciate the use of 
technology i.e. a-HRM and benefit from it (Emma, P., Tyson, S. 2008). 
Current business organisations worldwide are implementing Information Technology (IT) 
to become strategic and competitive (Shrivastava and Shaw 2003, McCormick 1998). 
According to Heinen (1995), e-HRM allows the HR function to get away from the 
redundancy of maintaining paperwork. This pragmatic shift liberates HR into higher 
sense of compatibility and strategic importance within the company (Shrivastava and 
Shaw 2003). Asbaugh and Miranda (2002) note that technology advances are making 
new ways for businesses to manage and make decisions. 
Significant internal and external forces have driven the HRM to evolve from largely 
maintenance and support function, to a source of sustainable competitive advantage for 
organisations. Knowledge is the currency of the new economy and consequently 
information is power. Some authors have illustrated how HR strategies can enhance 
technological innovation in organisations (Gloet & Terziovski, 2004; Jimenez-Jimdnez & 
Sanz-Valle, 2005) while others have shown ways in which HR functions can be aligned 
and made more efficient by the effective use of technology (Ashbaugh & Miranda, 2002; 
Broderick & Boudreau, 1992; Bussler & Davis, 2001/2002). 
There is growing interest in innovation as a strategy that allows the firm to improve its 
flexibility, competitive position and performance (Nooteboom, 1999; Roberts, 1998; 
Tanner, 1998; Utterback, 1994; Van de Ven, 1986; Wolfe, 1994). 
Human factors and, in particular, human resource management, are today considered key 
elements of successful innovation, as the human element is involved in the whole 
innovation process (Galbraith, 1984; Vrakking, 1990). 
Morcillo (1997) agrees with this opinion and he states that: 
There are no good technologies or good innovations without competent people who can 
adequately use them and get benefit from them. At the same time, no competent people 
can be available if there is not, first, a business project defining the role that technology 
and innovation must play and creating the necessary and sufficient conditions for 
catalysing and channelling aptitudes, capacities and attitudes of the individuals towards 
the established direction. 
The swift development of a-HRM has resulted from the combination of the need to work 
more efficiently on one hand and the possibilities of current - information & 
communication technology on the other (Stanton and Coovert, 2004; Hetcher, 2005). 
According to them technology has effect on six key areas of HR processes namely HR 
planning, acquiring HR, HR evaluation, communication, rewarding HR and developing 
HR. 
E-HRM is a way of implementing HRM strategies, policies and practices in organisations 
through a conscious and directed support of, and/or with the full use of, web-technology-
based channels. E-HRM, therefore, is a way of "doing" HRM (Rue'l et al., 2002, 2004) 
and can transform the nature of HRM strategies, policies and practices. However this 
approach is still in its infancy. 
Human Resource Systems are now enterprise-wide decision support systems (Broderick 
& Boudreau 1992) and HR managers with information systems can play a greater role 
beyond their administrative role as technology substitutes to manpower and contributes to 
efficiency. 
E-HRM has the potential to change all traditional human resource management functions 
(Noe, Hollenbeck, Gerhart and Wright, 2000). Most of the recruiting and training can be 
done from different geographical locations and with utmost efficiency, thereby reducing 
costs and time to hire. 
Most organisations fail to recognize that nearly all HR software on the market today are 
at the foundation level of e-HR. "very few organisations have reached the strategic level 
of a-HR" (Doughty & Pugh, 2000). 
The HR system needs to be re-designed and technology should be introduced to deal with 
the redesigned processes (Remus, 2007, Bingi et al, 1999, Walker, 2001). Such 
reengineering mechanism is applied when transforming HR manual processes to 
paperless forms. Lee and Lee (2007) insist that good planning consumes a considerable 
amount of time prior to implementation. 
Human resource is the greatest asset of the enterprise (Ghosh, 2002). Manpower is now 
considered as an investment and not cost. The e-HRM can range from basic electronic 
records to sophisticated networks with definite purposes. 
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The institute for Employment Studies at U.K. (2002) quotes e-HR as "the application of 
conventional, web and voice technologies to improve HR administration, transactions and 
process performance." It involves automating administrative tasks like recruitment and 
dissemination information such as HR policies on the Internet. Technology enables KR to 
play a vital role in effective people management. 
The concept of e-HRM is defined "as a method of providing information about human 
resources, their functioning, external factors relevant to managing human resources" 
(Prasad, 2003). E-HR enables organisations to collect store, process and manipulate large 
amount of data inputs, reduce costs of maintaining human resource data, and provide 
accurate information about human resources anytime and anywhere. 
Companies with positive e-HR experiences are starting to add on more features such as 
training and performance appraisal. The ultimate dream solution is to create a single 
portal from which employees can perform HR, finance and other work-related 
administration functions (Yoon, S. W. 2012; Thomas, K. 2012). 
Any e-HR usually reaps quick benefits, including a paperless and efficient working day 
and cutting down the unproductive time for many HR professionals (Wong, 2003). 
"The e-HR provides the information required to manage HR processes." These may be 
core employee database, payroll systems, recruitment, e-learning, performance 
management and reward and this information can be communicated by the a-HR across 
organisations which are at separate geographical locations (Armstrong, 2003). 
Going into the history of it, e-HRM has recently made its mark. With the introduction of 
employee self-service, nature of HR departments has changed (Ketlley & Reilly 2003), 
this is the reverse of the situation in the late 90s. Furthermore, just a few years ago 
businesses tend to have more in number, but less qualified HR staff whereas today the 
reverse applies said Chung (2003). E-HRM solutions that provide emphasis on 
organisational objectives and performance metrics should be adopted to support the 
increasingly dynamic and mobile workforce. 
Most of the times, the use of a-HRM is limited to very few basic electronic transactions 
(particularly static transactions) (Perrin, 2003) and as the technology advances, HR itself 
becomes more accustomed to e-HR. Successful implementation of an appropriate e-HR 
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requires a pro-active and committed project team that can react to and pre-empt the 
problems that could arise. 
Self-service, call centers, productivity improvement and outsourcing are four main areas 
where technology can play an important role (Garry Dessler, 2004). The firm's 
employees can self-service many of their HR transactions using internet/intranet, such as 
updating personal information and changing benefits allocations. HR internet and data 
warehouse provide its managers with desktop access to HR related information such as 
"how does turn over in my department compare to that of other departments". 
Technology also enabled to create a centralized call centre and the improving 
productivity through e-HRM proves another example. 
The application of the technology to the Human Resource function combines two 
elements; one is the use of electronic media while the other is the active participation of 
employees (Foster, Hawking & Stein, 2004). These two elements drive the technology 
that helps organisations lower administration costs, improve employee communication 
and satisfaction, provide real time access to information and while at the same time 
reducing processing time. 
"E-HRM" is often characterized as being a technological solution, its effective 
implementation can be a powerful enabler for broader business change", states 
Reddington, Williamson and Withers (2005). E-HRM refers to the automation of some or 
all of your current HR processes and its implementation signal the adoption of a-HRM. 
Existing arguments suggests that introduction of e-HRM and its success largely depends 
on the success of its implementation (Bondarouk, 2008). 
Technology has transformed HR from an administrative and support function to the heart 
of strategic goals of the organisation. Fletcher (2005) argues that businesses have to adopt 
a `Human Capital Management' approach to make use of the skills, knowledge and 
experience of its staff. 
E-HRM refers to the "net effect" of the explosion in web technologies giving access to 
human resources data, tools and transactions available directly on the web. This has a 
dramatic impact on the way employees now receive employment-related information 
through integrated self-service applications. It also includes the variety of new 
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technologies available that help connect multiple systems, tools and databases, both 
"inside and outside organisations" (Wyatt, 2006). 
E-HRM liberates human resources from its administrative constraints and provides the 
foundation for a mutual, flexible work place where employees have easy access to 
communication tools. It has Iiberated management to re-assume the role of day-to-day 
people management (Marler, Sandra & Welling, 2008). Employee Self-Service (ESS) is a 
subset of a-HRM meant to relieve HR professionals of transactional administrative work. 
Today's business environment and market place requires smart thinking, quick action and 
rapid adaptation to constantly changing conditions. This means leaving behind old ways 
of thinking and doing redundant tasks of the Human Resource Management. 
Technological change is a key driver for HR transformation, providing the foundation to 
support HR's growing strategic focus. With web and internet technologies, every worker 
contributes more directly to business results (Sacht, 2007). 
Technology enables the HR department to deliver workforce support and management 
based on the needs of the business (Aswathappa, 2007). When FIR departments make use 
of the internet and related technology is available to support their activities, the process 
becomes a-FIRM. In order to adopt new technology, HR professional needs to be aware 
of and knowledgeable enough for the benefit of his or her business. 
E-HRM is a system that supports the planning, control, co-ordination, administration, and 
management of an organisation's human resources. E-HRM is also divided into 
subsystems to meet specific needs of various human resource functions. Gupta broadly 
explains that, since a-HRM systems are highly responsive to employee need, it is not just 
used to enhance HR decisions; in fact they can be used to cut costs, increase efficiency, 
and achieve a competitive edge in the market place. Also the system links the 
performance of an individual to items such as past training, educational background, and 
work history so that managers can be better equipped to make such decisions. It is quite 
startling that every comer you turn, every page you flip and every other business call you 
take, some company or some product has become e-enabled and it's fast creeping into 
one of the major strategic wing of an organisation, it's Human Resource Department. 
Scott (2003) separates the HR function into two broad components, namely transactional 
and non-transactional activities. The transactional components are e-enabled. In most of 
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the non-transactional HR activities, a continuum of e-possibilities exists. The 
conservative point on the continuum suggests that no electronic mechanisms should be 
used to replace "people" activities, while the radical view would suggest that technology 
could replace all direct human interaction with the HR customer. The main concern for 
HR is whether the human interaction role currently played by HR staff adds any value to 
the employee, the organisation or the work environment, which could not be done by 
technology. 
The UK public sector organisations are still lagging in their implementation of 
sophisticated HR models. Several organisations have successfully adopted new HR 
business models using technology as a platform for a transformative change at the human 
capital level improving HR operational processes and allowing distributed access to 
employees and managers (Foster, 2008). 
E-HRM is a new field of technology that aims at transforming the HR function into one 
paperless, more flexible, and resource efficient function. It is widely spreading and 
companies new to these e-HRM technologies are overwhelmed by the dilemma of 
choosing either the ready-made, off-the-shelf e-HRM systems, or develop their own e-
HRM systems in house in order to implement the a-HR transformation (Ruel & Nawaf, 
2008). 
One of the most critical success factors for embedding an a-HR system is the support and 
involvement of top managers and interdepartmental communication as well as 
communication with customers and business partners in the project during its life cycle 
(Al-Sehali, 2000, Remus, 2007, Nah et al, 2001). In order to familiarize and understand 
the new e-HRM system, training and education is the next critical step (Remus, 2007, 
Nah et all  2001). E-HRM applications are playing a magnifying role in modem 
organisations. Research about a-HRM is mainly conducted at large enterprises. 
Information regarding the perception of e-HRM users in small and medium-sized 
enterprises remains scarce. Efforts should be made to gain more information on the 
implementation of e-HRM in SMEs. It will also be helpful for multinational business 
software providers to be aware of the cultural differences and to what extent the national 
culture effects the perceptions of a-HRM users in certain societies (Ruel & Tahseen, 2008 
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3.9 Importance of e-HRM 
Globalisation has made it intricate for the managers to make use of technology to cope up 
with the workforce of that is spread across various countries, cultures and political 
systems. The use of information technology will help replace the current inadequate 
manual HR systems management (Beckers & Bsat, 2002, TansIey & Watson, 2000). 
Information technology can help HR meet the challenge of simultaneously becoming 
more strategic, flexible, cost-efficient, and customer oriented. Snell, Stueber, and Lepak 
(2002) also stress that leveraging IT has the potential to lower administrative costs, 
increase productivity, speed response times, improve decision-making and enhance 
customer service. The need for cost reduction, higher quality services, and cultural 
change are the three main forces that have driven organisations to seek IT-driven HR 
solutions (Yeung & Brockbank, 1995). 
The Iast two decades have seen a rapid development of Information Technology. This has 
boosted the implementation and application of a-HRM (Strohmeier, 2007, Cedar 
Crestone, 2005, Kovach & Cathcart, 1999). 
A survey by Cedar 2009-2010 has indicated the widespread use of information 
technology by those managing the human resource function and is as depicted as follows. 
According to the survey, High tech manufacturing area has 94% usage of information 
technology in the administrative section of HRM. Higher education follows this with 
94%, followed by Transportation & communication area with 93%. The service delivery 
section has the highest percentage of 60% use of information technology in HRM in 
financial services. Transportation & communication follows it with 55%. Retail and 
higher education with 48% of diffusion of IT in HRM is the highest in the workforce 
management area. Strategic talent management has the highest integration of IT in HRM 
in the retail section with 46% whereas Transportation & communication has the highest 
of 37% usage of IT for HRM. These are the various sectors using the technology for 
HRM. It is found by the Cedar 2009-2010 survey that the worldwide average of IT usage 
in FIRM is 92% for Administrative activities, 46% for service delivery, 43% in 
Workforce management, 42% in Strategic and Talent management and 34% in Business 
Intelligence. 
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Technology and the information provide help to the HR executive to help them make 
decisions that will lead to success of the organisation as a whole (Wilcox, 1997). HR has 
the potential to meet the challenge of simultaneously becoming more strategic, flexible, 
cost-efficient, and customer-oriented by leveraging information technology (Snell, 
Stueber & Lepak, 2002). IT helps the possibility to lower administrative costs, increase 
productivity, speed - response times, improve decision-making, and enhance customer 
service all at the same time. The need for cost reduction, higher quality services, cultural 
change and flexibility are the main forces that have driven firms to seek IT-driven HR 
solutions (Yeung & Brockbank, 1995). 
3.10 Definition of e-HRM 
A number of definitions have been proposed for -HRM since the very early works on the 
intersection between web-based technologies and human resource management 
(DeSanctis, 1986). E-HRM was interchangeably coined with HR Information System 
(HRIS), virtual HRM, web-based HRM and intranet-based HRM. 
An early definition of e-HRM defines it as a specialized information system, designed to 
acquire, store, analyse, retrieve and distribute information about an organisation's human 
resources. It helps in the process of planning administration, decision-making, and 
controlling activities of human resource management (DeSanctis, 1986, Broderick and 
Boudreau, 1992, Tannenbaum, 1990, Kovach Haines & Petit, 1997 & Cathcart 1999, 
Hendrickson, 2003). However, this definition excludes the process of its adoption, which 
plays an important role in achieving its goals. 
Some definitions see e-HRM as conducting HR transactions using the Internet or intranet 
(Lednick-Hall & Moritz 2003). Following the `transactional' tradition, Voermans and 
Van Veldhoven (2007) wrote, `e-HRM could be narrowly defined as the administrative 
support of the HR function in organisations by using Internet technology'. 
Strohmeier (2007) defines e-HRM as the 
`Planning, implementation and application of information technology for both 
networking and supporting at least two individual or collective actors in their shared 
performing of HR activities'. According to Lepak and Snell (1998) `virtual HR' is a 
`network-based structure built on partnerships and mediated by information technologies 
to help the organisation acquire, develop, and deploy intellectual capital'. 
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Rue'l, Bondarouk and Looise (2004) define e-HRM as a way of implementing HRM 
strategies, policies, and practices in organisations through the conscious and direct 
support of and/or with the full use of channels based on web-technologies'. 
We conclude that e-HRM researchers have not standardized a definition of e-HRM yet. 
Research suggests that e-HRM has four main aspects 
1. Content of e-HRM: It involves any type of IT involvement in HR either 
administrative or transformational. 
2. Implementation of e-IIRM: It involves the process of adoption and appropriation of 
e-HRM by organisational members. 
3. Targeted group of Employees and Managers: Modern a-HRM has a broader target. 
group, it is important for the researchers to focus on a specific stakeholder group in their 
studies (HR Focus, 2003). 
4. Consequences of e-IIRM: Discussion on value creation and value capture (Lepak, 
Smith & Taylor 2007), stresses a multilevel perspective viewing e-HRM value creation 
as `subjectively realized by a target user who is the focus of value creation'. 
E-HRM is an integrated socio-technical system whose purpose is to gather, store, and 
analyse information regarding an organisation's HR department comprising of computer 
hardware and applications as well as the people, policies, procedures and data required to 
manage the human resources function (Hendrickson, 2003). 
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Figure 1: Components of a Human Resource Information System 
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3.11 Benefits of e-HRM 
E-HRM may be used for different purposes with a particular HR function, for recruitment 
and selection, performance evaluation, compensation, payroll and benefits, training and 
development, health and safety, employee relations and legal issues (Enshur, Nielson, & 
Grant-Vallone, 2002, Martinson, 1994, Othman & Teh, 2003). E-HRM has shifted the 
attention from a process centred HR function to a customerlemployee centred HR 
management. 
Technological innovation has the advantage of supporting human resource functions Iike 
attracting, retaining, and motivating employees. It also helps on focusing more on value 
added activities (Ashbaugh & Miranda, 2002, Chapman & Webster, 2003, Shrivastava et 
al., 2003). 
Pinsonneault and Kraemer (1993) observe that IT in HRM frees HR staff from 
transitional roles by computerising routine tasks such as payroll processing, benefits 
administration and transactional activities so that they can focus on strategic planning in 
human resource organisation and development (Broderick & Boudreau, 1992). 
Latest researches have shown that for senior HR professionals, strategic use of e-HRM is 
increasingly the norm and allows professional to achieve improved performance and thus 
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facilitate participation in internal consultancy activities (Bussler & Davis, 2001,Hussain, 
Wallace, Cornelius, 2007, Svoboda & Schroder, 2001). Organisations are ready to 
implement e-HRM if they are convinced of its benefits. E-HRM is time-consuming and 
expensive for most organisations (Lengnick-Hall, M.L. & Moritz, S., 2003) and, 
therefore companies should be convinced of its benefits 
Improved accuracy, the provision of timely and quick access to information, and the 
saving of costs are the common benefits of e-HRM frequently cited in studies (Lederer, 
1984; Tetz, 1973; Wille & Hammond, 1981). The accuracy and timeliness of e-HRM is 
very important in terms of operating, controlling, and planning activities in HR. 
Kovach et al. (2002) and Beckers and Bsat (2002) have pointed out several 
administrative and strategic advantages to using e-HRM. 
1. Increase competitiveness by improving HR operations 
2. Produce a greater number and variety of HR-related reports 
3. Shift the focus of HR from the processing of transactions to strategic HRM 
4. Make employees part of e-HRM (Li, J., D'Souza & D., Du, Y. 2011). 
5. Reengineer the entire HR function of companies. 
Broderick and Boudreau (1992) examined how a-HRM can contribute to cost reductions, 
quality/customer satisfaction, and innovation. Sadri and Chatterjee (2003) stated that 
when the a-HRM function was computerized, faster decision-making could be carried out 
on the development, planning, and administration of HR because data can be much easier 
to store, update, classify and analyse. In addition, they noted that a-HRM could 
strengthen an organisation's character. 
E-Usefulness is a specific application system as that will increase job performance within 
an organisational context and brings substantial progress in terms of employee data 
updates, personnel changes and job requisitions (Adamson & Zarnpetti, 2001; Davis et al, 
1997). Some of the advantages of e-HRM as identified by many researchers are as 
follows: 
1. E-HRM is online recruitment. It refers to placing vacancies on the corporate web site 
or on an online recruitment vendor's website, and allowing applicants to send their 
resumes electronically via e-mail (Galanaki, 2002; Ensher et al., 2002). 
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2. E-HRM provides managers with information on how to conduct effective Performance 
Appraisal (Adamson & Zampetti, 2001). 
3. The intranet has emerged as the communication medium of choice in 75% of corporate 
environment and is used to gather information on training needs assessment, inducing 
benefits in terms of less paperwork, lower administration cost, shorter distribution and 
response time, and higher response rate (Bontis et al., 2003; McClelland, 1994). 
4. E-learning can offer tailor made learning in remote areas (Hirschman, 2001, Mumford, 
2003), but it can also create barriers to learning, due to lack of hardware, fear of 
technology and learner isolation (Sambrook, 2003; Ndinguri, E., Machtmes, K. & Hatala, 
J. P. 2012). 
5. Rampton et al (1997) thinks that by the use of IT for HRM purposes there will be 
fewer administrative tasks and more time left for strategic decision-making. 
6. Organisational resistance to the new changes implied by the use of the e-HRM 
application is minimized and customer satisfaction is increased (Lee & Lee, 2007; Trapp 
(2000). 
Based on a previous study regarding key HR processes (Ensher, Nielson, & Grant-
ValIone, 2002), a comparison of traditional HRM with e-HRM in key HR processes is 
given below: 
1. Acquiring human resources: Traditionally HR used paper resumes and paper postings 
for recruitment and selection procedure. This was a long process where the resumes were 
reviewed annually and costs were directed at attraction. E-HRM uses electronic resumes 
and Internet postings. This helps in filling the required position in weeks or days, thus; 
saving a lot of time. Since the resumes are reviewed electronically, cost is directed at 
selection process providing more valuable human resource. E-HRM also provides 
unlimited access to global applicants (Adamson & Zampetti, 2001) 
2. Rewarding Human resources: Performance evaluation was done by supervisor's 
evaluation with face-to-face appraisals. With e-HRM this has changed to 360-degree 
evaluation with appraisal software. Traditional HRM spent time on paperwork while 
reviewing compensation and benefits where emphasis is on salary and bonus. With e-
HRM more time is spent on assessing market salaries with emphasis on ownership and 
quality of life (Liang, X. 2009). 
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3. Developing Human Resources: Training and development is carried out in 
standardized classroom and the development process is HR driven in traditional HRM, 
whereas, a-HRM provides flexible online training and tailor-made learning that fits the 
particular needs of the learner (Mumford, 2003) where the development process is 
employee driven (Hirschman, 2001). Traditional HRM carries out career management for 
employees where career paths are relayed out for the employees and reactive career 
decisions are taken. With e-HRM employees manage their career with HR with proactive 
planning with technology. 
4. Protecting Human Resources: Traditionally, the safety of human resources was carried 
out by checking the safety of the equipment. This was mostly based on physical fatigue 
and limited to job related stressors. Such safety programs were mostly reactive. E-HRM 
takes care of the ergonomics conditions when considering the safety of the employees 
taking care of their mental fatigue and wellness. These programs are mostly proactive 
taking into consideration the personal and job related stress (Khoshalhan, F & Kaldi, A., 
2008). Traditional HRM focuses on employee- management relations whereas e-HRM 
focuses on employee-employee management. 
5. Retaining Human Resources: This is not a major focal point for traditional HRM. E-
HRM manages Retention Strategies by online employee opinion surveys and cultivating 
an effective company culture. It frees up the employees from the mundane tasks giving 
more time for interesting work. Retaining employees with the help of a-HRM is one of 
the critical HR activities currently. E-HRM maintains work family balance development 
of specific programs and monitoring them continuously. Such programs provide child 
and elder care resulting in erosion of work-home boundaries (Khoshalhan, F & Kaldi, A., 
2008). 
3.12 Classification of e-HRM 
E-HRM has been defined as a platform of conducting business transactions (in particular 
HRM) using internet along with other technologies (Lengnick Hall and Moritiz, 2003, 
RuIl, Bondarouk and Looise, 2004, Panayotopoulou, Vakola, and (Jalanki, 2003). Three 
forms or levels of a-HRM have been defined (Lengneck-Hall & Moritz, 2003, Walker 
2001) depending on primary focus on e-HRM. These stages can be matched to the three 
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forms of Lepak and Snell (1998), namely operational, relational and transformational 
HRM. 
1. Publishing of information 
2. Automation of transaction 
3. Transformation of HR function 
Publishing of information, where intranets are the medium for primary information 
delivery is the first stage (Lengnick et al., 2003). It is a form of one-way communication. 
As it concerns the basis HR activities like publishing of company policies and 
procedures; benefits; directories of services; current events, it is termed as `operational e-
HRM (Lepak & Snell, 1998, Ruel, Bondarouk & Looise, 2004). Operational a-HRM 
eliminates expensive printing costs, gives easier access to information and makes changes 
quickly. 
The second stage is more elaborated than the information stage involving the automation 
of processes. Automation uses extranets for supporting the HR practices like recruiting or 
performance management, and not on administrative processes (Lepak and Snell, 1998). 
This stage is termed as relational/tactical e-HRM (Lepak and Snell, 1998). It involves 
transactions, workflow and also supply chain integration. In this form of e-HRM, 
paperwork is replaced by electronic input. 
Transformational e-HRM is the last and the highest level of e-HRM that Lengnick et al. 
(2003) distinguish. It involves the transformation of the HR function (Lepak and Snell, 
1998). The focus moves towards a more strategic one that enables HR function to take 
part in the intellectual capital, social capital and the flow of knowledge. Walker (2001) 
identifies strategic partnering with the line businesses; creating centers of expertise and 
service centre administration as three types of work for human resources in this stage. 
Getting nonstrategic tasks done faster, cheaper and with less reliance on HR staff, creates 
the opportunity to focus on new ways to add value to the organisation and improve 
service delivery. 
E-HRM can also be classified based on the advancement of the tools it uses, in 
comparison with traditional HR. This distinction has been expressed in three generations 
of a-HRM (Evans et al., 2002), namely: 
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1st Generation of a-FIRM: The initial attempts to using Intranet or electronic means to 
speed up service delivery or to reduce costs, for example payroll processing and 
providing training information so that people can satisfy their skill development needs on 
a real time basis. 
2nd Generation of e-HRM: It involves qualitative changes and improvements in the 
way HRM services are offered. For example, when 360o feedback and e-recruitment. 
3rd Generation of e-HRM: There is a more advance use of technology. For example: 
measuring, on a regular basis, the energy that people put into their work. 
The above example can be presented using two dimensions: generation of a-HRM, 
signifying the extent of change/improvement it brings upon HRM in general, and the 
Ievel of automation it allows to transactions. 
3.13 Historical Perspective 
The human resources (HR) profession has had a rich history. It started from the concept 
of labour unions in 1930 to the creation of selection tools in 1940. Gradually it shifted its 
focus to the reward systems in 1970 to teamwork and then to partnerships in 1990. After 
the 1990s, with the boom of IT and its penetration in all the other businesses, HR was 
also influenced the Internet revolution. Traditional human resources management (HRM) 
concerns the recruitment, selection, development, compensation, retention, evaluation,. 
and promotion of personnel within an organization (Bemardin & Russel, 1993). All these 
functions could be mostly transferred to the virtual world. Therefore, the HR profession 
faces an important challenge and opportunity with new a-HRM and virtual actions 
encountered in the business world (Yamamoto, G. T. & Ozbek, A., 2010). 
Human resource management has grown since 1960's from being compiling office to 
being a strategic partner for the company (Cascio, 2005). According to Cascio (2005), the 
on-going developmental process in HR that started from late 1990's is going through two 
parallel phenomena today. 
1. A large-scale outsourcing of transactional HR activities like payroll, benefit 
administration and types of training (payroll, benefits administration, some types of 
training). 
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2. Self-service HR activities, which integrate all the activities in a single internal 
information system. 
The on-going development process of human resource management started with the 
massive restructuring of organisations in the 1990s. Two parallel phenomena can be 
drawn from this that is already mentioned above. Now the approach has somewhat 
changed, which consists of enriched interest in the social part of socio-technical view of 
e-HRM. Since e-HRM focuses on eliminating transactional activities, then the survival of 
in house HR talent depends on a demonstrated ability to add value to the business. This 
requires a number of key competencies. 
The stages of development of HRM with its relevant tasks, role and focus of restructuring 
within the stage are defined below: 
1. HR Partial/File Administration (File maintenance): This stage of HRM continued until 
the mid of 1960's. It had the role of Personnel office with the task of fulfilment of 
management information needs. It mainly focused on restructuring of HR database. 
2. HR Full Administration (Government Accountability): This stage started from the mid 
of 1960's until the mid of 1980's. The role Personal Administration has the task of 
compliance with legal and tax rules, fulfilment of administrative and legally mandated 
tasks. It focused on optimal legal handling of a full range of administrative tasks and 
development of HR departmental structure. 
3. HR professionalization (Organisational Accountability): The role of Personnel 
Management in this stage was largely predominant in1980s and 1990's. The tasks 
performed by the Personnel Management were accountability, effective use of HR tools 
for recruitment, development and business success. It focused on increasing 
professionalization of HR departments, development of services and tools and optimizing 
the cooperation with other business partners. 
4. HR Strategic Integration (Strategic Business Partner): At present, this stage is the most 
prevalent stage where there is more focus on the strategic issues on HRM. Starting from 
the late 1990's until now, the Business Partner role in this stage has the function of 
adding value to the HR activities and the overall business of the organisation (Coates, K. 
L., 2012). This stage focuses on outsourcing enabling line managers to HRM and 
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inclusion of new fields such as Knowledge management and Cultural development. 
Thus, e-HRM brings about such an opportunity for the HR departments to evolve from 
cost centers into profit centers. (Bussler & Davis, 2001; Cascio, 2005; Groe, Pyle & 
Jamrong, 1996; Hannon, Jelf & Brandes, 1996; Yeung, Brockband & Ulrich, 1994). 
3.14 Factors for adopting e-HRM 
The literature summarizes several factors that facilitate the adoption of a-HRM. First is 
the organisational culture; Performance oriented cultures are more likely to accept change 
and consequently adopt electronic tools (Jackson & Harris, 2003) and make a smooth 
transition to a-HRM. The effect of organisational culture on the successful adoption of e-
HRM has been discussed in relation to the emphasis that companies put on powerful, 
face-to-face services (Legnick-Hall & Moritz, 2003). 
According to past empirical evidence there has been found a positive relationship 
between e-HRM and organisation size (Ball, 2001). As the introduction of e-HRM, 
particularly sophisticated self-service systems, requires an initial large capital investment, 
e-HRM will be more likely to be used in larger organisations. In addition, larger 
organisations are more likely to achieve greater efficiencies with economies of scale 
through using e-HRM (Delmotte & Sels, 2008). 
Perceived ease of use of an information system also determines the adoption of a-HRM. 
This refers to employee's IT skills and their familiarization with the electronic tools that 
can be affected by past experience (Shrivastava & Shaw, 2003). 
There are two main factors that effect and improve the employee attitude towards e-HRM 
(Voermans & Veldhoven, 2007). First is the positive experience with an IT system 
(especially its experienced usability), and second, the employees' preferences as to the 
role-played by HR in the organisation (especially the strategic preference). E-HRM can 
be easily implemented, if the image IT already has within an organisation is good. 
Negative or cynical responses to e-HRM as reactions to the E-HRM system result, if the 
image IT has within an organisation is poor. In this case one should expect a slow process 
of gaining trust and credibility while implementing e-HRM. 
Communication to employees plays a crucial role as a facilitator in e-HRM 
implementation (Ruta, 2005). Therefore, the HRM function needs to invest in proper IT 
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training communicating the benefits of employees' participation and involvement in e-
HRM services (Panayotopoulou, et al., 2007). 
Successful integration of technology into HRM processes requires the collaborations of 
HRM and IT. This has been identified as one of the crucial success factors for a-HRM 
adoption and use. It ensures responding to the need for quality HRM services 
(Panayotopoulou et a[., 2007). 
Finally, the industry/sector, in which the company operates, plays an important role in e-
HRM adoption. For example, companies in high-technology sectors, such as 
telecommunications, use more elaborate and sophisticated HR information systems. 
Technology intensive sectors have adopted e-HRM technology in an early stage mainly 
to build up their image (Galanaki, 2002). IT companies fear that any delay in adopting IT 
tools will affect their image and they may stay behind others in the industry. Early 
introduction of technology for customers (e.g., e-banking) positively affects internal 
customers' attitude toward technology. 
Several factors influence an organisation, like accessibility and number of HR 
professionals and IT specialists. Implementing any type of a-FIRM depends in the 
organisation depends on these factors. When implementing an e-HRM technology, it is 
important to convince decision makers that benefits are greater than costs. Reasons are e-
HRM is time-consuming and expensive for most organisations (Lengnick-Hall, M.L. & 
Moritz, S., 2003). 
3.15 Goals of a-HRM 
There has been considerable discussion in the literature about the possible goals and 
outcomes of a-HRM (Hawking, Stein & Foster 2004; Ruta 2005; Ruel et al. 2006). E-
FIRM has been projected to have operational, relational and transformational impacts 
(Lepak & Snell 1998). Cost reduction, improving HR services, improving strategic 
orientation and global orientation are the four goals suggested by Ruel et al. (2006). A 
large part of literature has focused on two main benefits of e-HRM for the HR function: 
the improvement of efficiency and reduction of costs associated with HRM (Buckley, 
Minette, Joy and Bartel 2004) and the building up of a more strategic role for the HR 
function itself (Snell, Stueber & Lepak 2002; Gardner, Lepak & Bartel 2003). Therefore, 
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the adoption of e-HRM is based on the expectation of these possible outcomes for e-
HRM (CIPD 2005; CedarCrestone 2007, Stroehmeier 2009). Therefore, it is important to 
establish relationship between the adoption of e-HRM and factors such as efficiency and 
a strategic orientation for the HR function (Stroehmeier 2007; Bondarouk & Ruel 2009). 
The use of e-HRM may allow the HR function to increase its value and contribute to the 
competitive advantage of the firm as research suggests that e-HRM can increase the 
efficiency of HR activities, improve HR service delivery and transform the role of the HR 
function into one that is more strategic (Hendrickson 2003; Ruel et al. 2006; Martin et aI. 
2008). 
3.15.1 Efficient Labour Management 
One of the main goals of e-HRM is to produce efficiency gains or cost reductions by 
reducing headcount and removing administration. As technology can perform simple 
tasks quickly and accurately, the use of e-HRM may lead to a need for lower numbers of 
HR staff (Ruel et al., 2006). Firms may use sophisticated e-HRM systems that offers self-
service to managers and thus reduces the need for a large number of HR staff for 
performing simple tasks. Thus, the use of e-HRM helps organisations to perform routine 
tasks and replace the need for large number of HR staff, therefore producing rent-
generating advantage. 
3.15.2 Cost Reduction and Efficiency Gains 
There is a lot of literature that supports the suggestion that e-HRM can improve the 
efficiency of HR activities by reducing costs and increasing the speed of processes. A 
survey was conducted by WatsonWyatt (2006) to study the impact of e-HRM 
technologies. Cost reduction was found to be the top outcome of e-HRM implementation. 
As already mentioned the time consumed by a process can be reduced and paperwork can 
be avoided by the use of technology (Lengnick-Hall & Moritz, 2003, Rijn; 2001). This is 
in par with the transactional goal that focuses on reducing cost or improving the 
productivity, efficiency gains and service delivery of the HR function by streamlining 
transactional HR processes (Martin et al. 2008, Ruel et al., 2004, Lepak & Snell, 1998 & 
Hendrickson 2003, Enshur, Nielson & (Jrant-Vallone 2002; Snell et al. 2002; Lengnick-
Hall & Moritz 2003; Martin et al. 2008). 
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There are four areas where costs could be reduced through the implementation of E-HRM 
technologies, namely (described by Lengnick-Hall & Moritz; 2003): 
1. Full Time Equivalent (FTE) of the HR department 
2. Costs of administration 
3. Reducing use and distribution of paper 
4. Reducing costs of HR transactions 
The goal of gaining efficiency and productivity improvement is often related to the goal 
of reducing cost (Watsonwyatt, 2006). Therefore, the efficiency gains advantages can be 
categorised under 
1. Productivity of the HR professionals 
2. Cycle times of HR activities (Lengnick-Hall & Moritz, 2003). 
3.15.3 Client Service Improvement and Facilitating Managers and Employees 
Adoption of e-HRM is expected to keep employees satisfied and motivated by improving 
the service provided by the HR department. Besides making the HR processes cheap and 
efficient, the e-HRM technology should increase the service experience of managers and 
employees (Keebler & Rhodes, 2002). By enabling managers and employees to handle 
many aspects of HR themselves, e-HRM may allow the HR function to improve the level 
of service that it provides to the organisation (Hendrickson, 2003; Ruel et al. 2006). Thus 
e-HRM can affect the `relational' aspects of HRM by providing managers and employees 
with remote access to HR information and increasing their ability to connect with other 
parts of the ,organisation so that they can perform HR activities themselves (Lepak & 
Snell, 1998). 
3.15.4 Improving the Strategic Orientation of e-HRM 
The role of strategic partner of HRM is researched extensively in the literature (e.g. 
Armstrong, 2005, Baird & Meshoulam; 1988, Cascio, 2005, Ferris et al.; 1999). The role 
of HRM is being directed towards a role of a strategic partner that can add value to the 
organisation (Lawler III, & Morhman, 2003, Marler 2009). This is the transformational 
goal that focuses on freeing up time for HR professionals to address more strategic issues 
(Lepak & Snell 1998; Hendrickson 2003; Ruel et al. 2006, Martin et al. 2008, Ulrich, 
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1997; Paauwe, 2004). Such organisations with HR as a full strategic partner are more 
flexible in the way they design and plan organisational development than organisations 
without HR as strategic partner (Lawler III & Morhman, 2003). The designing and 
planning of organisational development refers to the forecasting of HR needs with 
expected job vacancies, application of activities for improving organisational 
performance through increasing its ability to cope with environmental changes, 
improving internal relationships, increasing problem solving capabilities and the full use 
of human potential, defining the set of formal tasks assigned to individuals and 
departments and deciding about action steps how to attain organisational goals (Daft; 
2000, 2001). A strategic HR function may be more effective at developing resources and 
will, therefore, generate higher value (Shrivastava & Shaw 2004; Ruel et al. 2006). 
3.15.5 Integration of HR Function 
The need for integration of the HR function can be an e-HRM goal. Standardisation of 
the HR function and harmonisation of dispersed HR functions are the two conditions 
used to measure the integration of HR function (Ruel et al. 2004). 
Standardisation of the HR function: Equalise the content of the HR processes of different 
organisations (public and private). 
Harmonisation of dispersed HR functions: Enable cooperation of the HR function of 
different organisations (public or / and private). In addition, e-HRM leads to IT-enabled 
processes such as computer-based training, which leads to new innovations in HR 
(Hendrickson 2003). E-HRM may, therefore, enable the HR function to improve the 
service that it offers to the organisation (Hendrickson, 2003; Ruel et al., 2006). 
The literature correspond these goals with four main pressures for e-HRM (Rugil, 
Bondarouk & Looise 2004). 
1. The goal of improving strategic orientation of HRM is the main emphasis when the 
focus is on the strategic question by the HRM department. Improving the strategic 
orientation of HRM improves the overall business strategy of the organisation. 
2. When the goal of e-HRM is to achieve cost reduction and efficiency gains that pressure 
is to become flexible in terms of policy making and practices in HRM department. 
3. The goal of e-HRM to achieve client service improvement and facilitating 
management and employees puts a pressure on the HRM department to work more 
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efficiently and reduce cost. 
4. Improving service delivery towards management and employees helps to achieve the 
goal of globalization of the organisation with the associated HR policies and practices. 
3.16 Technology Acceptance Model: A Theoretical Basis 
The presence of computer and information technologies in today's organisations has 
expanded dramatically. Some estimates indicate that, since the 1980s, about 50% of all 
new capital investment in organisations has been in information technology (Westland & 
Clark 2000). Yet, for technologies to improve productivity, they must be accepted and 
used by employees in organisations. Explaining user acceptance of new technology is 
often described as one of the most mature research areas in the contemporary information 
systems (IS) literature (e.g., Hu et al. 1999). Research in this area has resulted in several 
theoretical models, with roots in information systems, psychology and sociology, that 
routinely explain over 40% of the variance in individual intention to use technology (e.g., 
Davis et al. 1989; Taylor and Todd 1995b; Venkatesh and Davis 2000). Researchers are 
confronted with a choice among a multitude of models and find that they must "pick and 
choose" constructs across the models, or choose a "favoured model" and largely ignore 
the contributions from alternative models. Thus, there is a need for a review and synthesis 
in order to progress toward a unified view of user acceptance. 
Figure 2: Basic Concepts Underlying User Acceptance Model Adopted 
from Venkatesh et al. (2003) 
Individual Intentions to use 
reactions to using 	 Actual use of information  rmati n	
information hn technology tec ology 
Basic Concept Underlying UserAcceptance Models 
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Innovation diffusion or the integration of technology can be approached from several 
levels. Some researchers have approached it from a macro-view within a societal context 
or at country level (e.g. Madden, Savage & Coble-Neal 2000; Wolcott et al. 2001; Larry 
et al. 2002; Kiiski & Pohjola 2002; La Ferle, Edwards & Mizuno 2002). Other 
researchers have examined this issue at an organisational level (e.g. Harrison, Mykytyn & 
Riemenschneider 1997; Plouffe, Hulland & Vandenbosch 2001). This issue has also been 
approached by investigating the determinants of adoption and usage by individuals (e.g. 
Mathieson 1991, Taylor & Todd 1995). 
Taylor and Todd (1995), further characterize the research on the determinants of 
information technology usage into two streams: those based on intention-based models, 
exemplified by such theories as TAM, and diffusion of innovation, best illustrated by 
Rogers' diffusion of innovation theory (Rogers, 1995). 
Technology Acceptance Model (TAM) to predict the use of technology systems in the 
workplace (Davis, Bagozzi & Warshaw, 1989). TAM is an adaptation from the Theory of 
Reasoned Action (TRA) (Fishbein & Ajzen, 1975). The TAM has received extensive 
empirical support through validations, applications, and replications (e.g. Mathieson 
1991; Plouffe, Hulland & Vandenbosch 2001; Legris, Tnghamb & Collerettec 2003, 
Agarwal & Prasad, 1997, 1999; Chau, 2001; Davis, 1989; Davis, 1993; Davis, Bagozzi, 
& Warshaw, 1989; Davis & Venkatesh, 1996; Mathieson, 1991; Taylor & Todd, 1995; 
Venkatesh, 1999; Venkatesh & Davis, 1996; Venkatesh & Morris, 2000) 
Davis, Bagozzi, and Warshaw (1992) extended the model by including the enjoyment 
concept in addition to the two initial constructs of perceived usefulness and ease of use. 
Several scholars have applied this concept to examine whether or not the use of 
technology affects its acceptance. TAM also has been widely applied to understanding 
Web site use (Moon & Kim 2001; Teo, Lim, & Lai 1999), online shopping (Barkhi & 
Wallace, 2007; Chen, Gillenson, & Sherrell, 2002; Chen & Tan, 2004; Childers et al., 
2001; Gefen & Straub, 1997; Koufaris, 2002; Lin & Lu, 2000; Liu et al., 2003; O'Cass & 
Fenech, 2003; Vijayasarathy, 2004), technology used by online retailers (Kim & 
Forsythe, 2007; Lee, et a1., 2006), and mobile devices (Cheong & Park, 2005; Liao et al., 
2007; Shin, 2007; Wang, Lin, & Luarn, 2006). 
TAM is a model derived from a theory that addresses the issue of how users come to 
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accept and use a technology. The model suggests that when users are presented with, for 
instance, a new software package, a number of variables influence their decisions about 
how and when they will use it. There are two specific variables, perceived usefulness and 
perceived ease of use, which are hypothesized to be fundamental determinants of user 
acceptance. (Davis & Arbor, 1989). TAM uses TRA as a theoretical basis for specifying 
the causal linkages between the two key features: perceived usefulness and perceived 
ease of use, and users' attitudes, intentions and actual computer adoption Behaviour. 
TAM is considerably less general than TRA, designed to apply only to computer usage 
Behaviour (Davis et al., 1989). But it can be readily extended to apply to any type of 
technology. 
The concept of TRA is based on two factors that affect behavioural intentions since TRA 
is "designed to explain virtually any human behaviour" (Ajzen & Fishbein 1980). These 
are `attitude towards behaviour' and `subjective norms'. Attitude is defined as an 
individual's positive or negative intention towards performing behaviour. Subjective 
norm is the individual's perception of social pressure to perform the behaviour. 
Figure 3: The Theory of Reasoned Action Model 
(Davis, Bagossi and Warshaw, 1989) 
Beliefs &  
F 	I 
 Attitude 
Evaluations 	 towards behaviour 
Behavioral _I  Actual 
Intention 	Behavioral 
Normative beliefs 
and motivation to 	Subjective 
comply 	 Norm 
The TAM has been tested to explain its validity for a variety of commercially available 
technologies used in office environment such as word processors (Adams, Nelson, & 
Todd, 1992; Davis et al., 1989), spread sheet software (Adams et al., 1992), email 
(Adams et al., 1992; Szajna, 1996), voicemail (Adams et al., 1992), graphics software 
(Adams et al., 1992) and net conferencing software (Venkatesh, 1999). The validity of 
the technologies used in educational environment (Adams et al., 1992; Davis et al., 1989; 
Szajna, 1996) has also been proved successfully. 
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TAM model is based on two mutually related factors that form the basis for the attitude 
towards IT: perceived ease of use (PEOU) and perceived usefulness (PU) (Voermans & 
Vanvendhoven,). These factors are hypothesized to determine the behavioural intention 
to user's acceptance Davis and Arbor, 1989). Behavioural intention is a measure of the 
strength of one's intention to perform a specified behaviour. 
Figure 4: The Technology Acceptance Model (Davis, 1989) 
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Ease of Use 
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The above figure 4 shows that TAM is based on six constructs (Davis et al., 1989): actual 
system use, behavioural intention to use, attitude toward using, perceived usefulness, 
perceived ease of use and external characteristics. From these, the relationship between 
attitudes toward using, behavioural intention to use and actual system use were derived 
from the theory of reasoned action (Davis et al., 1989). The other four constructs of 
technology acceptance model and their relationships were new ones proposed by Davis et 
al (1989) far explaining the beliefs that affect the attitude towards using technology and 
how external characteristics affect these beliefs. 
Perceived usefulness is defined as the degree to which a person believes that using a 
particular technology will help in performing a job better and enhance his or her job 
performance. (Davis et al., 1989). Perceived usefulness is defined as a prospective user's 
subjective probability that employing a new technology will increase his or her job 
performance in accordance with organisational context. (Phillips et aI., 1994, Davis, 
Bagozzi & Warshaw 1989). This means that the user has a certain perception of how the 
technology is going to be useful for performing his/her job. This in turn is influenced by 
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the ease of use i.e. if the technology is easier to use, it can be more useful too (Davis et al. 
1989). 
Perceived ease of use refers to "the degree to which the prospective user expects the 
technology to require the least amount of effort" (Davis, Bagozzi, and Warshaw 1989; 
985). The higher is its possibility that users will adopt the technology if the technology is 
easier to use, assuming that other variables are constant. 
There are diverse lines of research that support the theoretical importance of perceived 
usefulness and perceived ease of use as determinants of user Behaviour. The effect of 
perceived usefulness on technology utilization was submitted by the work of Schultz and 
Slevin (1975) and Robey (1979), cited by (Davis and Arbor, 1989). Numerous 
experiments were conducted by Davis (1989) to validate TAM by using perceived ease of 
use (PEOU) and perceived usefulness (PU) as two independent variables and system 
usage as the dependent variable. He found that PU was significantly related with both 
self-reported current usage and self-predicted future usage. PEOU was also significantly 
related with current usage and future usage. Overall, he found the PU had a significantly 
greater correlation with system usage than did PEOU. It was then suggested by further 
regression analysis that PEOU might be an antecedent of PU rather than a direct 
determinant of system usage. That means PEOU affects technology acceptance indirectly 
through PU. (Ma and Liu, 2004). Hence, according to technology acceptance model, 
perceived ease of use and perceived usefulness predict the acceptance of information 
technology (Ma and Liu, 2004). 
It can be concluded that the technology acceptance model (TAM) is specifically fit for 
modelling user acceptance of information technology. The model is tailored to provide an 
explanation of the determinants of computer acceptance by tracing the impact of external 
factors on internal beliefs, attitudes and intentions (Davis et al. 1989, Phillips et al., 
1994). TAM is a valuable tool for predicting attitudes, satisfaction, and usage from 
beliefs and external variables (Algahtani & King, 1999). 
The research on technology systems has long studied and how and why individuals adopt 
new information technologies. Within this vast area of research, there have been several 
streams of research. One stream of research uses intention or usage or adoption as the 
dependent variable on individual acceptance of technology (Compeau & Higgins 1995; 
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Davis et al. 1989). Other streams have used implementation success at the organisational 
level (Leonard-Barton & Deschamps 1988) and task- technology fit (Goodhue, 1995; 
Goodhue & Thompson, 1995), as the dependent variable among others. Each of these 
streams has enormously contributed to the user acceptance of technology literature. The 
theoretical models to be included in the present review, comparison, and synthesis 
employ adoption as the key dependent variable. 
3.17 E-FIRM and Healthcare 
Healthcare institutions are complex, multi-functional, information intensive organisations 
that require sophisticated integrated clinical and business management information 
systems (Stefanou & Revanoglou, 2006). 
A healthcare organisation is a service industry with high labour intensity concerned with 
providing healthcare service to people. Since this thesis concerns the study of adoption e-
HRM within a healthcare organisation, we will focus on the institutional properties 
determined largely by organisational context (Siddiqui & Kleiner, 1998). 
Healthcare is an organisation that maintains different subcultures. A healthcare 
organisation consists of different departments, teams, tasks flows, systems and cultural 
meanings apart from different individuals (Carrol & Edmondson, 2002). The presence of 
these factors makes the existence of different subcultures inevitable. Hence, the 
cooperation between these and in an organisation is affected. It also effects the interaction 
with information technology. Within the subcultures there are common orientations and 
similar promoted values. Subcultures may also be disparate subcultures that clash or 
maintain an uneasy symbiosis (Scott, Mannion, Davies & MarshaIl, 2003). 
Rivalry and competition between subcultures is a key feature of the overall organisational 
culture in healthcare (Davies, Nutley & Mannion 2000). Such diverse groups majorly 
influence the healthcare organisation as a whole. Gerardi (2005) distinguishes three 
different professional subcultures within healthcare i.e. physicians, nurses and non-
clinical managers. These groups develop in relative isolation, up to a point where they 
have to mingle to provide good service. Each group has its own approach and 
perceptions. On one hand, the physicians have a reductionist, `technical rationality' 
approach to work while on the other hand; nurses have a holistic, patient-centred 
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approach. Managers follow a different approach for managing clinical work. They 
support hierarchical models, which are conflicting with the perceptions of physicians and 
nurses. This mixture of different perceptions in a hospital has an influence on levels of 
communication and cooperation. Studies reveal that different subcultures have quite 
different perceptions about these levels of communication and cooperation (Gerardi, 
2005). Branine (1999) and Lane (1999) emphasize the high levels of autonomy within the 
professional staff in healthcare. Therefore, it becomes important to align the perceptions 
of different groups. The alignment within the groups can give a better understanding of 
the Behaviour and attitude of different groups. There should be effective working 
relationships across the professions, departments and facilities to reach success (Gerardi, 
2005). Such diverse subcultures and the perceptions within them influence the 
implementation of an information system within a healthcare organisation. Since 
healthcare industry functions in a relative different way as compared to others, a gap 
between the intensions and the practice at organisational level arises (Currie & Brown, 
1997). This occurs mainly because of the different views that influence the attitude 
towards an information technology, as subcultures may be more or less flexible or may 
even be resistant to change which can cause a gap between intensions and practice 
(Davies, Nutley &Mannion, 2000). 
The nature of a healthcare organisation is such that it makes it a public service. It has its 
own set of standards and well-deflmed procedures preventing disruption of health 
services. There is a definite professional conduct with strict regulation of work conditions 
and tends to be associated with levels of job security. Thus, the employees of a healthcare 
organisation move a certain way in the organisation and feel safe about the conditions of 
the organisation Bach (2000). 
A hospital is a complex organisation. Here, the service produced for the patient is 
consumed at the same time. It cannot be stored. Hence employees within different 
departments follow many procedures to guide this service. The tasks in the hospital can 
either be done individually or require coordinated action from many. Thus hospitals are 
organisations with the mixture of simple and complex tasks (Carrol & Edmondson, 
2002). Such tasks require that the labour intensity and the variety in professional 
practices needs be managed (Siddiqui & Klciner 1998). It is important to understand the 
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HRM, environmental and organisational factors influencing the performance of the 
individuals. Since, healthcare organisations undergo dramatic changes resulting from 
innovations in information systems, improved diagnostic tools and advances in treatment 
technology, managing a good policy for the employees of the organisation can be 
practiced (Narine & Persaud, 2003). The support of the manager is an important factor in 
the implementation process of a change (Currie & Brown, 1997). If they are convinced of 
the worth of the innovation they can convey this to the employees. It is important to 
consider the interdependencies among individuals, team, task flows, systems and cultural 
meanings in healthcare organisations in order to improve quality and safety (Carrol & 
Edmondson, 2002). 
Healthcare organisations have a large concentration of women especially the nursing 
staff. As they have to take care of family responsibilities, women usually represent a 
large group of part time workers with low pay and status (Bach, 2000). In order to 
provide a work life balance, healthcare organisations have work conditions with varied 
levels of flexibility (Branine, 1999; Lane, 1999). Hence, before implementing a change or 
managing the organisations, it is important to consider that women form a huge number. 
The primary goal of a healthcare organisation is patient satisfaction. The implementation 
of any change in order to achieve effectiveness and efficiency should not alter its primary 
objective. Often changes start with great interest. However some of the high expectations 
are not met in the beginning (Ho et al., 1999). Low satisfaction as a result of technology 
implementation results because of the internal forces connected to management's 
inability to achieve employee commitment and to maintain it over a longer period 
(Narine and Persaud 2003). The management presents general guidelines to help a 
healthcare institute cope with large-scale change. 
In order to achieve employee commitment the healthcare organisation has to ensure the 
organisation's readiness for change. Any dissatisfaction of the present state is analysed to 
view the need to change. It is very important to communicate the need to change through 
a clear proposal. This helps the employees to participate in the process of implementation 
of technology change. The management needs to prepare a hassle free communication 
plan to implement a clear and consistent technology change. Healthcare managers must 
support employees to cope with the technology implementation in order to keep it 
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moving. Next, a feedback mechanism should be used to maintain and check the 
commitment of the employees. This helps to keep it on the right track. Positive feedback 
will ensure that the technology change becomes a permanent part of the organisation 
Management of health care can be considered as people management, since it's the 
people, which deliver health care (Kabene, Orchard, Howard, Soriano & Leduc, 2006). 
According to HR professionals the development of a culture is important if an 
organisation wants to meet its challenges. It is important to align the practices to achieve 
the interests and goals of the organisation (Kabene, Orchard, Howard, Soriano & Leduc, 
2006). The HRM department can play an important role in this. There is not much 
literature that shows much about HRM in healthcare (Rodwell & Teo, 2004; Rondeau & 
Wagar, 2001). It implies that research in the healthcare sector employment practices is 
under-developed (Bach, 2000). The relationship between human resource management 
and health care is complex and needs further examination and study (Kabene, Orchard, 
Howard, Soriano & Leduc, 2006). Therefore, more research is needed to present a more 
complete description of a healthcare organisation. This study will make a contribution to 
these efforts. 
Thus, it can be said that healthcare organisation is a service organisation with diverse 
levels to take into account. There are different subcultures with standardized processes. 
Healthcare organisation is a combination between the diversity in personnel and the 
institutionalization and Standardisation of work processes. A good balance should be 
maintained between the diversity of personnel and organisational structures. HR 
professionals and managers can monitor different processes and can help to stimulate this 
balance and the cooperation within the organisation. A healthcare organisation requires a 
dynamic approach as a result of the complexity brought forth by the different subcultures, 
departments, groups, and the interaction between various factors. 
Thus it can be concluded that globalization has created a sea of workforce spread across 
various countries. Hence it has become mandatory for the HR professionals to use 
technological application to handle the vast amount of work and complete it efficiently. 
The literature review also mentions the various factors that affect the adoption of e-HRM. 
Among these factors the industry in which the company operates has an important role in 
e-HRM adoption. Technology intensive industries are more proactive in their approach to 
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adopt sophisticated a-HR systems. This may be one of the reasons for healthcare industry 
for late adoption of e-HRM. India being a developing country has many challenges to 
face before they can adopt e-HRM in healthcare sector. 
The literature mentions the various goals of e-HRM adoption and how these goals affect 
the adoption of e-HRM in an organisation. This research studies how various goals 
highlighted in the literature affect the adoption of e-HRM in the Indian healthcare 
industry. 
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Chapter 4: Research Methodology 
RESEARCH METHODOLOGY 	 Ti ?r~:ti°~ , 
4.1 Problem Statement 
People govern healthcare service like any other service sector, where people are the main 
providers and seekers of the services. Regardless of this, there is a very thin line that 
separates the healthcare service from the normal service sector i.e. the lives of the people. 
Hence the healthcare sector in India is responsible for handling the lives of millions of 
people. In this respect comes the value and importance of time in healthcare. Therefore, 
use of technology-based applications in HRM will save even a second is very crucial. 
Thus knowledge and understanding of such a-HRM applications in HRM is the main 
criteria of this study. Hence, the study of the factors that affect the adoption of e-HRM in 
the healthcare HRM department underlies the main area of the work. 
The scope of the study will include finding the factors in healthcare HRM department 
that affect the acceptance and utilization of e-HRM. Here, different healthcare 
organisations will be covered to find out the adoption factors for e-HRM. This will give 
us an insight in the nature of working of e-HRM in the healthcare organisations and its 
implications in the future. 
4.2 Purpose Statement 
The purpose of this research is to examine the adoption process of a-HRM i.e. electronic 
human resource management in healthcare organisations. Various IT adoption factors 
were studied and then shortlisted into specific variables in order to understand the nature 
of adoption in the organisations. For the purpose of this study the researcher has used the 
definition of e-HRM as given by Rue'I, Bondarouk and Laoise (2004). 
4.3 	Working definition 
E-HRM is the use of Intranet or Internet technology applications for implementing HRM 
strategies, policies and practices in organisations with technology channels connecting 
the HR department and those that connect to it directly. 
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4.4 Research Objectives 
This research study has been designed with the following objectives: 
1. To study the concept of e-Human Resource Management and to find out the 
differences between the traditional FIRM and e-HRM. 
2, To examine the various interactions and it's outcomes for adopting the e-HRM in 
healthcare organizations and to develop a suitable model of this process. 
3. To study the various factors affecting the adoption of e-HRM in the Private 
Healthcare sector of the Indian Subcontinent and discuss the results of the study. 
4. To study the various factors affecting the adoption of e-HRM in the Private 
Healthcare sector of some of the Indian cities and discuss the results of the study. 
4.5 Research Hypotheses 
For the purpose of achieving the objective of the study hypotheses were presumed. The 
research hypotheses were formulated keeping in mind the specific relationships in the 
conceptual framework. On the basis of these factors null hypothesis has been formed to 
analyse the effects and relationship of an independent variable on dependent variable. 
The null hypothesis written as HO shows independent variable has no effect on the 
dependent variable. The null hypotheses described that dependent variable have no effect 
on one another on some independent variable, or there is no interaction between two 
independent variables. It is significant to understand that the null hypothesis can never be 
confirmed .A group of data can only reject a null hypothesis or fail to reject it The 
hypotheses have been tested and analysed later in the study. 
In this study, the adoption of e-HRM is considered as dependent variable. The adoption 
factors considered as independent variables are operational variables, relational variables, 
and transformational variables, perceived ease of use, perceived usefulness and external 
factors. Their relationship and significance with the adoption of a-HRM has been studied 
from the point of view of the HR professionals of private hospitals. 
Information technology (IT) has been widely considered as a critical tool for 
organisations in order to remain competitive (Korunka, C., Weiss, A. & Zauchner, S. 
1997). Information Technology has been cited as a critical driver of HR transformation. 
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This transformation from a focus on serving as a strategic business partner not only adds 
valuable dimension to the HR function but also changes the competencies that define the 
success of HR function (Baill, B. 1999; Bates, S. 2002; Hempel, P. S. 2004; Bell, 
Bradford S., Lee, Sae-Won & Yeung, Sarah, K.2006). 
4.6 	Hypotheses 
Ho,: Knowledge of IT of HR professionals does not have a significant relationship with 
the adoption of e-HRM. 
Hoe: The Operational outcome of e-HRM does not have a significant relationship with 
the adoption of e-HRM. 
H3: The Relational outcome of e-HRM does not have a significant relationship with the 
adoption of a-HEM. 
H4: The Transformational outcome of e-HRM does not have a significant relationship 
with the adoption of a-FIRM. 
Has: Perceived ease of use of e-HRM does not have a significant relationship with the 
adoption of e-HRM. 
H6: Perceived usefulness of e-HRM does not have a significant relationship with the 
adoption of e-HRM. 
H7: Knowledge of IT of HR professionals does not have a significant effect on the 
adoption of e-HRM. 
Hos: The Operational outcome of e-HRM does not have a significant effect on the 
adoption of e-HRM. 
Hoy: The Relational outcome of a-HRM does not have. a significant effect on the adoption 
of a-HEM. 
How: The Transformational outcome of e-HRM does not have any significant effect on 
the adoption of e-HRM. 
Ho,,: Perceived ease of use of e-HRM does not have a significant effect on the adoption 
of a-HEM. 
11012: Perceived usefulness of a-HEM does not have a significant effect on the adoption of 
e-HRM. 
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H013: There is no significant difference between the size of the organization and the 
adoption of e-HRM. 
Ho14: There is no significant difference between the Gender of the respondents and the 
Adoption of e-HRM. 
Hots: There is no significant difference between the Age of the respondents and the 
adoption of e-HRM. 
H0f 6: There is no significant difference between the experience of the respondents and the 
adoption of e-HRM. 
Holy: There is no significant difference between the operational outcome and the adoption 
of c-HRM in the cities of New Delhi, Lucknow and Aligarh. 
Hots: There is no significant difference between the relational outcome and the adoption 
of a-HRM in the cities of New Delhi, Lucknow and Aligarh. 
H019: There is no significant difference between the transformational outcome and the 
adoption of a-HRM in the cities of New Delhi, Lucknow and Aligarh. 
Ho20: There is no significant difference between the perceived ease of use and the 
adoption of a-HRM in the cities of New Delhi, Lucknow and Aligarh. 
HOZ1: There is no significant difference between the perceived usefulness and the 
adoption of a-HRM in the cities of New Delhi, Lucknow and Aligarh. 
Holz: There is no significant difference between the Knowledge of IT of HR professionals 
and the adoption of a-HRM in the cities of New Delhi, Lucknow and Aligarh. 
4.7 Conceptual Framework 
The conceptual framework for this research is based on the theories and postulates 
outlined by the previous researches. The conceptual model is an extension of the 
Technology Acceptance model of Davis (1989). The figure 5 below represents the 
original Technology Acceptance Model by Davis (1989). 
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Figure 5: The Technology Acceptance Model (Davis,1989) 
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In this research we have taken five constructs that form the main body of the research. 
These constructs help us to fmd the adoption of technology in the Indian Private 
healthcare sector. With the extension of the original TAM model, this research has added 
three more constructs to the original Davis (1989) TAM model. Hence, the extension of 
the original model is presented in the figure 6 below. 
Figure 6: Extension of Technology Acceptance Model 
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Perceived ease of use and perceived usefulness are the two constructs that have been 
included from Davis (1989) technology acceptance model. Besides these, the Actual 
system usage has been extended to be influence by Operational goal, Relational goal and 
Transformational goal. As the adoption • of a technology is largely influenced by its 
outcomes, the addition of these constructs will help us understand how different goals of 
e-HRM influence the adoption of technology. 
Figure 7: Factors effecting the adoption of e-HRM 
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4.7.1 Operational Goals 
Operational e-HRM can be defined as one that is primarily focused on improving the 
operational efficiency of the HR system (Snell et al.; 1996). This is done by the 
automation of HRM. However, this description can be applied to all the three types as all 
of them support automation part that increases the efficiency of the HR system. E-HRM 
in its most simple form i.e. the operational e-HRM can be used to inform the employees, 
managers, and HR professionals (Lengnick-Hall & Moritz, 2003). Digitalised HR helps 
in communicating any relevant change in policies in a cheap efficient manner and enables 
online provision of data. This ensures that the employees, managers and HR professionals 
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can quickly obtain the required data. Thus, operational e-HRM can be understood as: 
The provision of HR information and data through a digitalized system, and 
recording of this information with the help of web-based channels. 
Operational a-HRM enables the personalization of data for a specific end-user. It could 
also contain just the general information necessary for performing the HR activity. 
However, operational e-HRM does not support the workflow of an HR activity. It only 
provides the employees, managers, and HR professionals with quick access to the 
necessary data to perform the activity, and in some cases records mutations in the data. 
E-HRM helps in improving efficiency or reducing costs. This has been supported by a 
number of authors (Ruel et al., 2004; Marler, 2009). Operational goals of a-FIRM are 
suggested to be as an actual outcome of e-HRM. With e-HRM there would be increased 
efficiency through allowing more transactions to occur with fewer fixed responses 
especially in processes such as payroll (Hendrickson, 2003). The operational goals are 
similar to Martin et al. 's `transactional' outcomes of a-FIRM. Operational goals consists 
of existence of efficiency gains through a-FIRM, by reducing HR staff, increasing the 
speed of processes, reducing costs and releasing staff from administrative work (Ruel et 
al., 2004; Ruta, 2005; Strohmeier, 2007). This has been supported by vast empirical 
research. It was found by Ruel et al. (2004) that the most common outcomes of e-FIRM 
were reduction of costs and of the administrative burden on HR practitioners, although 
these outcomes were not generally measured. 
4.7.2 Relational Goals 
As mentioned earlier, operational a-HRM is primarily focused on providing information 
to the employees, managers, and HR professionals in an efficient manner to reduce the 
pressure on the HR department; relational e-HRM focuses on how the technology 
supports the flow of an HR activity between the HR department and its customers (Snell 
et al., 1996). E-FIRM supports the implementation HR activities performed by the 
managers and employees and also supports the flow of data between end-users of a 
specific HR activity through web-based channels. Thus, the implementation and the flow 
of HR activity are easily done by an e-HRM application. Thus, Relational e-HRM can be 
understood as: 
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Providing a smooth flow of HR activity through web based channels between the 
end users. 
Relational activities are concerned with those that involve training, performance 
management and recruitment. It is observed that e-HRM can be effective to a very large 
extent in replacing human intervention in all cases. HR intranet can come in very handy 
for these activities, both for disseminating information on the one hand and in capturing 
factual data on the other (Singh, M., 2012). 
Relational e-HRM makes the interaction between multiple persons performing an HR 
activity easy by supporting the flow of an HR task. Therefore, it is important that the e-
HRM technology supports the process flow of that particular a-HRM activity. Hence, it 
can be compared to the workflow management system that is `°a system that defines, 
creates and manages the execution of workflows through the use of software, running on 
one or more workflow engines, which is able to interpret the process definition, interact 
with workflow participants and, where required, invoke the use of IT tools and 
applications" (WFMC; 1999). Where workflow management systems are aimed at 
processes associated with organisation's operational objective, relational e-HRM is 
focused on the support of interaction between the customers of the HR department and 
the HR department (WFMC; 1999). So, the major benefit of relational e-HRM is that it 
provides the end-users performing the HR activity, with the information necessary for 
performing the task (which means complete informational e-HRM support). 
Relational goals or outcomes of a-HRM provide employees and managers with remote 
access to HR information. This easy and quick access to information increases their 
ability to connect with other parts of the company and outside organisations, so that they 
can perform HR activities themselves. Thus, as already suggested by Ruel et al. 's (2004), 
e-HRM can be used to improve FIRM services including supporting managers and 
employees. Both Lepak and Snell's relational goal and the goal of improving service 
delivery advocated by Ruel et al (2004), Al improves the effectiveness of the HR 
function. These goals may have different affects i.e. having direct effects in achieving 
general improvements in service delivery; and indirect effects in order to improve the 
effectiveness of the HR function. This happens by empowering managers to perform HR 
tasks themselves. Thus, these can be treated as two separate goals. 
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Evidences show that the use of e-HRM brings improvement to HR service delivery 
through increased accuracy of the data entry making it simpler to use (Gardner et al. 
2003). Line managers and employees had a general positive perception to HRM 
effectiveness with e-HRM use (Bondarouk et al. 2009). Employees' reaction toward an 
online performance management system was noted. It was found to be more positive than 
those to a paper-based version of the same system (Payne et al. 2009). 
4.7.3 Transformational Goals 
Since operational activities are almost fully relational, to a very large extent can be taken 
over by e-HRM that infers that the HR function will increasingly have more time and 
energy to focus on the transformational or strategic goals of the organisation with respect 
to Human Capital. 
IT that supports to change the organisation is termed as the transformational support of IT 
(Snell et al.; 1996). Transformational a-HRM concerns the management of people. With 
the adoption of a-HRM organisational hierarchy is bypassed and steers the primary and 
secondary processes of the organisation, Thus e-HRM replaces some of the bureaucratic 
processes and supports the HR department in creating a more flexible organisation. These 
changes create more value for the organisation. Thus, Transformational a-HRM can be 
understood as: 
Creating a more flexible work environment for HR decision-making by bypassing rigid 
organisational hierarchies 
Transformational e-HRM changes the way the HR activities are performed. It not only 
automates the HR activities but also adopts new ways of conducting HR activities which 
were formerly unknown. Since, transformational a-HRM support is about becoming 
flexible; it helps in dividing the HR tasks. This means that e-HRM divides the tasks 
between its employees, managers, and HR professionals, by the use of knowledge 
management systems ensuring that the activities are performed on time and by the right 
person. In order to do this, it is necessary that the technology can obtain the information 
required to steer the HR activities in the most efficient way. 
Transformational a-HRM builds up the strategic character of the HR activities creating a 
change-ready workforce through a-HRM technology that enables the workforce to 
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develop in line with the company's strategic choices (Ruel et al.; 2004). 
The transformational role allows people to communicate across geographic boundaries 
and share information, thereby playing an important role in supporting virtual teams and 
network organisations. Ruel et al. (2004) suggested that a-HRM has the capacity to 
transform the HR function by improving the strategic orientation of HRM. A strategic 
HR function is one in which HRM is `linked to the strategic management process of the 
business' (Wright and McMahan, 1992), meaning that HRM uses an integrated set of 
policies and practices developed to execute the company's implicit or explicit business 
strategy through managing the firm's human capital (Martin-Alcazar etal., 2005). 
There is some debate in the academic literature about whether a transformational impact 
of e-HRM can be achieved. Some researchers have indicated that e-HRM may assist the 
HR function in becoming a business partner (Ruel et al., 2004; Ruta, 2005), whilst others 
have suggested that a-HRM has not realized its potential to facilitate a more strategic role 
for the HR function (Tansley et al., 2001). Case study research from Ruel et al. (2004) 
and Olivas-Lujan et al. (2007) provided evidence that e-HRM helped the strategic 
integration of e-HRM with the company strategy. Parry (forthcoming) also found a 
relationship between use of e-HRM and a more strategic HR function. However, Burbach 
and Dundon (2005) found that a-HRM was generally used for administrative rather than 
strategic decision making purposes; although they found that some firms with e-HRM 
had better HRM information compared with non-e-HRM using companies. Gardner et al, 
(2003) suggested that, rather than freeing up the time of HR practitioners, the 
introduction of e-HRM simply led to the replacement of administrative activities with 
`pchnology related activities. It is therefore unclear whether e-HRM actually does result 
a transformational impact on the HR function. 
1.4 Shared Beliefs in Organisations 
Terent people perceive implementation of a new technology in an organisation 
Ferently. When there is a shared belief about the utility of a particular system, 
ployees usually see positive outcomes on the horizon. However, some may have 
Brent view because of their prior experience or a particular personality trait 
dichvili et al., 2003). It is usually observed that employees make predictions and place 
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expectations on others based on their previous experience, before they interact or share 
knowledge with their senior colleagues. 
An effective mechanism of gaining knowledge about a circumstance is to learn from 
those who are experts in that field. This will in turn facilitate the creation of new 
information knowledge (Sharratt & Usoro, 2003). However, it is also believed that 
sharing of information is a complex process as it covers a broad spectrum of exchanges. 
This complexity of the exchange might not necessarily lead to the creation of new 
knowledge (Van Beveren, 2002). Hence, knowledge sharing basically implies the 
generation of additional knowledge in the mind of the person receiving that exchange. 
It is important to understand that many users at different levels within an organisation are 
involved in the implementation process (Amoako- Gyampah & Salam, 2004). In order to 
achieve successful implementation of e-HRM, a sense of mutual trust and commitment 
must be developed among the various participants. This allows the participants of a-HRM-
implementation to find a common ground and a shared sense of purpose. 
4.7.5 Perceived Ease of Use 
TAM has defined perceived ease of use as a major determinant of attitude and intention 
towards the adoption and use of a technology system. This is based on a person's 
evaluation of the mental effort involved in using a system (Davis, 1989). Perceived ease 
of use is defined as the extent a person believes that using a technology system will be 
free of effort (Doll etal., 1998). 
An effort is a limited resource available to a person and it has to be expended on multiple 
activities. Therefore, any innovation or technology system that is considered easier to use 
than another is more Iikely to be accepted and adopted by the user (Radner & Rothschild, 
1975). Similarly, when a technology system is complex or difficult to use, it is less likely 
to be accepted, as it will require more effort on part of the user. 
The ease of using depends upon the ease of learning. The concept behind this is that if the 
organisation develops a new procedure or technology which is time and resource 
consuming, then the perceived ease of use will be lower. Hence perceived ease of use 
entails that the existing routines and procedures are applicable to the work at hand. 
Hence, there will be no perception of uncertainty (Nelson & Winter, 1982; Argyris & 
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Schon, 1978). 
A vast body of research shows that perceived ease of use has influence on perceived 
usefulness. This indicates that perceived ease of use impacts the usage intention directly 
or indirectly (Agarwal & Prasad, 1999; Venkatesh, 1999, 2000; Venkatesh & Davis, 
1996, 2000; Venkatesh & Morris, 2000). It is believed that a user's positive perception of 
perceived ease of use contributes directly to his increased performance (Lu et al., 2003). 
This, in turn increases the perceived credibility of the IT systems thus increasing the 
chances of user acceptance and use of the technology system (Wand etal., 2003). 
From the discussion, it is understood that information technology needs to be less 
intimidating and more user friendly. This means that it becomes necessary that the 
information technology should be easy to learn and use if user acceptance is required 
(Moon & Kim, 2001). 
Another important factor that determines the success of an IT implementation is the 
involvement of stakeholder in the developmental process. Thus, the degree and 
effectiveness of the participation of stakeholders is necessary when the initiative for the 
implementation of information system is initiated. It is therefore advisable that the 
interests of the key stakeholders are aligned in the system developmental process (Heeks, 
1999). Other researchers who investigated the role of user participation in IT systems use 
supported the idea of user participation in IT system development to be an important 
factor in attaining IT systems success (Hartwick & Barki, 1994). 
Perceived ease of use is being measured in this study in terms of how much comfortable 
an employee is while interacting with the IT system. It helps us in understanding whether 
the employees enjoy using IT and come up with new ideas of using e-HRM. 
4.7.6 Perceived Usefulness by User 
Perceived usefulness highlights the importance of the value created by the use of a 
particular innovation or a technology system. If the value created by the use of the 
technology system helps in improving the job performance of the user, he will be more 
likely to use it than if he does not recognize the value of the technology innovation. 
Hence, perceived usefulness can be defined as "the prospective user's subjective 
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probability that using a specific application will increase his or her job performance 
within an organisational context" (Davis, 1989). 
Perceived usefulness as interpreted in TAM model refers to the job related productivity, 
performance and efficiency and its stated direct impact on the intention to use (Davis, 
1989). Usefulness is defined in terms of two terms, as improvement in output, efficiency, 
job performance and job contentment in the immediate or near term. Its influence on 
one's career prospects or social status is defined as the long-term usefulness (Lu et al., 
2003). 
Adoption and use of Information technology is postulated to strengthen human resource 
practices by aiding teamwork and improving communication among employees and 
managers (Dewhurst et al., 2003). Knowledge transfer becomes easier that requires 
interactions within small functionally related groups (Kogut & Zander, 1992). 
Enhanced effectiveness, improved creativity, increased productivity, costs reduction, 
broad knowledge building, circumventing the repetition of same mistakes, contribution to 
hi tech image and improved customer services are some of the measures of perceived 
usefulness as defined by a study (Xu, 2005). 
A vast body of research studies indicates the considerable effect that the perceived 
usefulness has on the usage intention (Agarwal & Prasad, 1999; Venkatesh, 1999, 2000; 
Venkatesh & Davis, 1996, 2000; Venkatesh & Morris, 2000). 
4.7.7 The Impact of PU and PEU on Intention 
As mentioned earlier, TAM has been postulated on two beliefs i.e. Perceived Usefulness 
(PU) and Perceived ease of use (PEU). These determine the attitudes of people toward 
using a particular system. These attitudes determine use intention and the actual use of 
the system. Studies suggest that both PEU and PU affect the behavioural intentions 
through `direct' and `indirect' forms (Agarwal and Karahanna, 2000 and Venkatesh and 
Davis, 2000). Other researchers Iike Szajna (1996) speculate that while PU has a direct 
influence on intention, PEU has only an indirect effect on intention through PU. Some 
other research shows that this is consistent with the findings of Chen et al. (2003), who 
found that PU appears to be the only construct that has a significant direct influence on 
intention. 
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Another view on the intention to use a technology suggests that the effect of usefulness 
on use intention is dependent on situations where a system is used, even though PU and 
PEU are the primary predictors concerning beliefs about use intentions (Mallat et al., 
2006). A contrasting study shows that that ease of use and usefulness were both 
significant factors that affect the use of a technology generally (Wu & Wang, 2005). 
Many other researches on technology use have demonstrated that the PEU and PU are 
important predictors on the decision to not only adopt a technology but also to continue 
to use that technology (Guriting & Ndubisi, 2006; Ignatius & Ramayah, 2005; 
Ramayah, 2005, 2006a, 2006b; Ramayah & Jantan, 2004; Ramayah et a1., 2005). 
Many studies conducted by Davis et al. (1989) fail to find a direct linkage between PEOU 
and usage intention. Thus TAM underlines the importance of PU over PEOU as the key 
determinant of acceptance leading to PEOU's being treated as something of a "step-
child" (Venkatesh, 1999). It was also found that PEOU has a direct effect on intentions, 
which was stronger in the early stages of learning and Behaviour (Davis, 1989). Slowly 
with time and experience, the effect of PEOU was found to become indirect, operating 
through PU (Adams et al., 1992; Chau, 1996a; Gefen & Straub, 2000; Igbaria et al., 
1996). This implies that "no amount of ease of use will compensate for low usefulness" 
(Kell et al., 1995). 
Some studies show that PEOU has a direct and equal (Adams et al., 1992 Study-2; 
Agarwal and Prasad, 1997) or a stronger effect than PU on technology adoption 
contrasting the earlier mentioned studies, or a stronger effect than PU (Chau, 1996b; 
Igbaria et al., 1997; Karahannn and Limayen, 2000) on technology adoption. Another 
distinction to Davis (1989) shows that there is a spurious relationship between PU and 
initial usage. It suggested that PEOU is an intervening variable between PU and usage 
(PU and Lu and Gustafson, 1994). Some studies also suggest a negative,effect of PU on 
usage (Baja] & Nidumolu, 1998; Dasgupta et al., 2002). 
In many cases the new technology is adopted because of the aspects captured through PU 
i.e. the extrinsic aspects and not its intrinsic aspect. Hence, PEOU will affect use of 
technology when the intrinsic character of the technology contributes to the actual 
outcome of its application (Gefen & Straub, 2000). This suggests that PEOU can be a 
strong catalyst-fostering acceptance in a positive and enjoyable training environment 
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(Venkatesh, 1999). Therefore, appropriate priming of users and tasks increases the 
importance of PEOU. 
If individuals doubt their capabilities to successfully use the computer technology, then 
the general perceptions and beliefs about the outcome (PU) may not be sufficient to affect 
Behaviours (Igbaria & Iivari, 1995). Results also indicated a strong direct effect of 
experience on usage. It was the second highest influence after PU, which was contrary to 
the original TAM, which assumed the influence of external variables to be channelled 
through PU and PEOU (Szajna, 1996). Later researches also recommended adding an 
experience component as an extension of the TAM. 
Perceived usefulness (PU) was later divided into two different but closely related 
concepts: near-term PU and long-term PU. Near-term PU has the most significant effect 
on intentions, followed by long-term PU. No significant relationship was found between 
PEOU and intentions (Chau, 1996b; Jiang et al., 2000). Later researches started adding 
new constructs to the original model of TAM, for example, sex and task type (Gefen and 
Straub, 1997; Venkatesh and Morris, 2000; Gefen and Straub, 2000; Moon and Kim, 
2001) that affect the relative importance of PU and PEOU. 
Besides perceived usefulness of a technology, which explains the adoption of IT to some 
extent, its relative advantage allows us to integrate the influence of other technologies 
that would be otherwise ignored (Wang, Youwei; Meister, Darren; & Wang, Yinglei, 
2008). 
4.7.8 External Variables 
External factors play a major role in the technology adoption intention. These factors or 
variables refer to those external associations that influence an organisation in a number of 
ways. It can range from no support to recommendations, request or offering incentives or 
exposure to penalties (Akbulut, 2002). 
The intention to adopt certain technology in an organisation largely depends upon the 
level of adoption and usage of innovations in the industry. This ensures that they adopt 
new technologies in order to remain relevant players (Iacovou et al., 1995). 
Knowledge if IT: The rapid advancement of information technology necessitates the 
development of specific IT skills. Not only the IT departments but also the other 
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personnel departments which do not have a dedicated IT development area are battling 
the challenges of fulfilling these needed skill sets through the continuing training of 
existing employees or the hiring of new employees. This availability of skilled 
employee's influences how an information technology is maintained (e.g., internally vs. 
outsourced). 
Today, information technology has emerged as a key delivery vehicle for HR services. 
Hence, it becomes increasingly important for HR professionals to demonstrate 
technology expertise. Varying degrees of technological ability is generally required 
because of the ever-broadening scope of information technology, particularly Web-based 
solutions (Hunter, 1999). It is important that HR professionals are able to use HR 
technology and Web-based channels to deliver services to employees (Brockbank & 
Ulrich, 2003). HR employees and professionals need to be proficient with e-HRM. They 
must be able to teach others how to use such systems. HR professionals skilled with the 
expertise of how to use Information technology can also manage technology vendors and 
ensure seamless delivery of excellent services (Lawson & Limbrick, 1996; Schoonover, 
2003). Excelling in technology applications is emerging as a vital competency area for 
HR professionals whether for supporting internal technology systems, or dealing with 
technology providers who provide the service externally. 
Transformational goal of e-HRM requires that HR professionals must often be capable of 
using technology to collect data and transform it into strategically valuable information 
(Lawler & Mohrman, 2003). Identifying technology needs, managing technology 
vendors, mobilizing technologies to support and evaluating the HR function are some of 
the areas where HR professionals are increasingly being tasked with (Bell, Lee & Yeung, 
2003). 
Recent researches on IT adoption have emphasized that it is very important for 
organisation to determine its employee's knowledge or skills of IT because that 
knowledge or previous experiences may influence organisation decision in adopting IT. 
Studies on IT adoption in small and medium size enterprises reveal that SMEs tend to 
avoid IT into their business, if it is seen as complex to use (MacGregor et al, 1996). This 
is because SME's usually lack skills to use IT (Spectrum, 1997). Another study has 
posited that the IT adoption in SME depends on the CEO/owner being the ICT decision- 
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maker (Paul & Pascale, 2003). These findings clearly indicate that IT adoption is 
positively related to firm size. 
Owners of small business or organisations are sceptical about the implementation of new 
technology if they are not much familiar with the basic ones (Reynolds, 1994). This 
prevents new technology adoption, as they believe that this technology can only be 
employed using specialist staff. This is because of the inadequate number of employees 
with lack of technical skills and expertise to use IT in their businesses (MacGregor et al., 
1996; Cragg & King, 1993; Spectrum, 1997). Hence it is agreed by researchers that a 
skilled and knowledgeable work force was closely linked with the successful 
implementation of technology (Allison, 1999; Cragg & King, 1993). 
Another external factor that may influence the adoption and implementation of 
technology is organisational size. For larger organisations, the decision to adopt a 
technology becomes more complex. In these circumstances, the top decision makers have 
to consider the outcomes of the technology to be adopted and its impact on the end users 
(Ruth & Michele, 2002). Research shows a significant impact of size and structure of the 
organisations on the adoption of technology. 
Despite the fact that researchers have shown that socio-cultural factors, such as gender 
and ethnic differences, influence human perceptions and Behaviours (Hofstede, 1980), 
TAM and its later research makes little or no reference to gender effects (Adams, Nelson, 
& Todd, 1992; Chin & Gopal, 1995; Venkatesh & Davis, 2000). 
Many researchers have shown that gender differences may relate to beliefs and use of IT, 
aiming to provide theoretical extensions to the TAM model. For example, males and 
females are found to demonstrate distinct adoption Behaviour in terms of usage of a wide 
spectrum of IT applications, such as e-mail (Gefen & Straub, 1997), mobile telephony 
(Ling, 2000) and Internet (Kraut, Scherlis, Mukhopadhyay, Manning, & Kiesler, 1996). 
However, the exact gender effect remains a controversy. In the course of few studies it 
was believed that females are less technology inclined, less motivated and, therefore, less 
competent in masculine computer and technology culture (Wilder, Mackie, & Cooper, 
1985; Qureshi & Hoppel, 1995). Nevertheless, others argue that females have the ability 
to be proficient in adopting new technologies (Turkle, 1995). Females tend to favour 
some technology innovations and use them more effectively than males, such as 
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computer-mediated communication (Kraut et al., 1996; Morahan-Martin & Schumacher, 
1997). 
While, Male respondents used more communication, information, and transaction 
services than females it was purported that that males move through the adoption stages 
at a more rapid rate than females do (Umrani, F., Ghadially, R., 2008). Studies show that 
the gender comparisons indicate that TAM is a better predictor of computer adoption for 
females than males where women make a balanced analysis of the technology that 
includes both productivity aspects and influence of significant others (Glass, R. Records, 
H., 2008). Hence, gender also plays some role in the intention to adopt a new technology. 
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Chapter 5: Research Procedure 
RESEARCH PROCEDURE 
This chapter describes the research design, the procedure for conducting this study and 
defines the instrumental development, pilot testing, sampling, data collection and data 
analysis procedure used through the course of the research work. 
5.1 	Instrumental Development 
This study deals with the intention and adoption of electronic human resource 
management in private hospitals. In this research the technology acceptance model 
(TAM) has been adopted as the main model of study. Since technology adoption is still at 
an infancy stage in the hospital's HR department, TAM could be of help in understanding 
the intention of HR personnel for adoption of new IT application. Since E-HRM refers to 
the automation of HR practices using Internet or intranet or other IT software, TAM is 
chosen as the framework for this study. 
The use of questionnaires as a method of data collection in health-care research has 
increased in recent years globally (Sitzia et at. 1997, Bakas & Champion 1999, Chen 
1999, Jones & Johnston 1999, Jeffreys 2000, Waltz & Jenkins 2001, Siu 2002, Rattray et 
al. 2004). 
A structured questionnaire was developed to collect data on the variables of this study 
and since the conceptual model is based on TAM, the variables will be tested in its 
accordance. Some of the variables were adopted and compiled based on the previous 
studies on IT adoption. And some others were adopted from the technology acceptance 
model and modified a little for this study. 
This study has used Likert-type or frequency scale, These scales use fixed choice 
response formats. Such formats are designed to measure attitudes or opinions (Bowling 
1997, Burns & Grove 1997, Oppenheim 1992). Likert scales measure levels of 
agreement/disagreement. This research has Likert-type scale that assumes that the 
strength/intensity of experience is linear, i.e. on a continuum from strongly agree to 
strongly disagree. This continuum is assumed to measure the attitudes. Respondents were 
offered a choice of five pre-coded responses with the neutral point being neither agree 
nor disagree. 
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The measures used for testing the construct was developed by the researcher as well as 
adopted from other sources that have been used in previous studies (Voermans, M., 
Veldhoven, M. V. 2006, Gonzalez, M., Quesada, Q., Picado, F. & Eckelman, C. 2004). 
The guidelines followed during the questionnaire design were based on the 
recommendations of Davis (1989). 
Part I of the instrument consisted of questions on the external variables covering the 
gender, age, size of organisation, knowledge of IT and the length of experience. 
Gender has been marked on the scale of 1-2, `1' = female and `2' = male. The scale used 
for age is divided as 20-30= `1', 31-40= `2', 41-50= `3', 51-60= W. Size of the hospital 
is based upon the number of beds in the hospital and the scale developed for it ranges 
from 0-200= `1', 200-500='2' and 500+ = `3'. Knowledge of IT of HR professional uses 
a 5 point scale ranging from Excellent= 5, Very good= 4, Neither good nor poor= 3, 
Poor= 2, Very poor= 1. Length of experience has been marked as I-10= `1', 11-20= `2', 
21-30= `3' and 30+ = W. Age of the HR professionals was marked taking the range as 
20-30 = `1', 31-40= `2', 41-50= '3', 50+ = W. Part I of the questionnaire also has a 
question on the importance of adoption of e-HRM which has been marked on a 5 point 
scale ranging from Very Important=5, Important= 4, Neither Important nor 
Unimportant=3, Unimportant=2, Totally Unimportant=l. 
Part II of the instrument covered questions on the operational construct consisting of 
Improvement in operating efficiency, effect on the volume of work. HR labour force, 
implications on the operating costs, improvement in the productivity of employees, 
eliminating paperwork, reducing of the administrative burden, speeding of patient 
registration, 
Part III addressed the questions related to relational variable that consisted of reducing 
the response time, enhancing the ability to recruit in cost effective manner, empowering 
the employees and managers to make their own decisions accordingly, improving the 
quality of service and helping in organizing nurse awareness programs. 
Part IV consisted of question of transformational variable that covers increasing the 
flexibility of HR, improving data accuracy and helping in better workforce planning. 
Part V of the instrument consisted of questions on perceived ease of use covering whether 
employees it easy to understand and use IT, how IT has made employees job easy to 
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perform, using of IT by the employees to perform better, whether employees enjoy using 
and finding new ways of doing their job through a-HRM. 
Part VI explores the questions on perceived usefulness variable. This construct addresses 
the questions on how IT helps to increase productivity, improving relationship with 
colleagues, enhancing job quality, helping in automatic generation of services, providing 
easy access into accounts. This also covers the question whether the internal technical 
system and co-workers promote the use of IT. 
The items from part II to part VI cover questions with scale ranging from Strongly agree 
5, Agree = 4, Neither agree nor disagree = 3, Disagree = 2, Strongly disagree = 1. 
	
5.2 	Nature of the Study 
This research uses Quantitative research based on structured questionnaire. Since, 
Quantitative research is about asking the sample for their opinions in a structured way so 
that the researcher can produce hard facts and reliable statistics. This means that this 
research uses quantitative research approach to ask specific, narrow questions and collect 
numerical data from participants to answer the question. The researcher analyses the data 
with the help of statistics. Most of the quantitative research falls into two categories i.e. 
studies that describe events and studies aimed at discovering causal relationships (Borg & 
Gall, 1989). 
Since, this study aims at finding out the relationship between the independent variables 
and the adoption of e-HRM, it uses a descriptive research method. Descriptive statistics 
utilize data collected from the questionnaires and allows its analysis using various 
techniques that yield reports concerning the measures of central tendency, variation, and 
correlation. The use of structured questionnaire with a quantitative approach produces 
statistical information making this research descriptive in nature. 
5.3 	Pilot Testing 
A Pilot testing is a pilot, or feasibility study done in order to improve the quality and 
efficiency of research work. This is a small experiment designed to test logistics and 
gather information prior to a larger study (Lancaster, G. A., Dodd, S & Williamson, P. R, 
2004). A pilot study helped the researcher to reveal deficiencies in the design of the 
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proposed experiment or procedure and to provide information on how long data 
collection can be expected to take. These deficiencies can then be addressed before time 
and resources are expended on large-scale studies. A good research strategy requires 
careful planning and implementation of a pilot study strategy (Ruxton, G.D. & 
Colegrave, N. 2006). 
A pilot study is normally small in comparison and therefore, does not provide adequate 
data for a powerful analysis. It can provide only limited information on the sources and 
magnitude of variation of response measures (Cochran, W.G. & Cox, G.M:, 1992). It 
permits preliminary testing of the hypotheses, which may lead to changing some 
hypotheses, dropping some, or developing new hypotheses (Festing, M. F. W.; Overend, 
P.; Das, R. G.; Borja, M.C. & Berdoy, M. 2002) 
Pilot testing is conducted to validate the constructs used in the questionnaire. This is 
necessary to check the direction of the study as it leads to the validation of existing items 
and in some cases may lead to compilation or deletion of questions. 
Compiling the items from previous studies a preliminary questionnaire was developed. 
The questionnaire was distributed to two eminent professors from Aligarh Muslim 
University to receive their feedback on the content, layout, wording and ease of 
comprehension of measurement items. Their feedback on the questionnaire was 
incorporated for improvements on clarity, readability, content enhancement and layout. 
In the second stage of pilot testing, the questionnaire was administered to 30 HR 
professionals from different private hospitals in New Delhi. Verbal feedback from the 
HR professionals was also received for any change required in the questionnaire. The 
data obtained from these 30 HR professionals was tested for reliability and validity. The 
results of these tests are mentioned in the coming sections. 
5.4 	Reliability and Validity of the Instrument 
In order to draw a valid inference from the research, the variables are supposed to 
demonstrate validity and reliability (Cronbach, 1971; Nunnally, 1978). 
Reliability is defined as the extent to which results are consistent over time. It is the 
proportion of variability in the responses to survey and an accurate representation of the 
total population under study. If the results of a study can be reproduced under a similar 
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methodology, then the research instrument is considered to be reliable (Joppe, 2000). 
Reliability indicates the repeatability, stability or internal consistency of a questionnaire 
(Jack & Clarke 1998). In quantitative research repeatability is the degree to which a 
measurement produces similar results with similar measures. Stability refers to the 
consistency with which the individual's scores remain relatively the same through the 
test-retest method at two different times (Kirk and Miller, 1986; Charles, 1995). A high 
degree of stability indicates a high degree of reliability. 
It is essential to demonstrate the reliability of a developing questionnaire. Cronbach's 
alpha is the most common way to demonstrate this reliability. This statistic uses inter-
item correlations to establish whether constituent items are measuring the same domain 
(Bowling 1997, Bryman & Cramer 1997, Jack & Clarke 1998). If the items show good 
internal consistency, 0.70 or higher is the widely accepted social science cut off for 
cronbach's alpha (Bowling 1997, Bryman & Cramer 1997, Hair eta! 1998). When alpha 
is 0.70, the standard error of measurement is over half (0.55) a standard deviation. An 
alpha value of 0.50 is also an acceptable value within a dimension, as long as they are 
within a short instrument (Kehoe, 1995). 
Studies show that there does not seem to be a consistent opinion on the value of 
Cronbach's alpha for reliability analysis. An internal consistency of 0.50 and above is 
considered as a good one (Bowling 1997), whereas, an alpha of 0.70 or above is 
considered satisfactory by Howitt and Cramer (2003). 
In this research Cronbach's alpha with a benchmark of 0.50 or greater was considered 
acceptable for checking the reliability of multi item scales. 
This study has used six tools to measure the constructs i.e. External variables, operational 
variables, relational variables, transformational variables, perceived ease of use and 
perceived usefulness. The internal consistency of these constructs has been found to be 
`876', which is acceptable. 
Validity refers to whether a questionnaire is measuring what it is supposed to measure 
(Bryman & Cramer 1997, Rosental & Rosnow, 1984). This can be rather difficult to 
establish, hence, demonstrating the validity of a developing measure is vital. Validity is 
of several different types (Polgar & Thomas 1995, Bowling 1997, Bryman & Cramer 
1997). Content validity (or face validity) refers to the opinions of experts on the scale 
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items represented in the questionnaire concerning whether the scale items represent the 
proposed domains or concepts the questionnaire is intended to measure. Convergent (or 
concurrent) and discriminant validity is demonstrated by correlating the measure with 
related and/or dissimilar measures (Bowling, 1997). 
In the present study, content validity of the questionnaire was measured by requesting the 
experts to scrutinize the questionnaire to provide their feedback. 
Factor analysis is one statistical technique that can be used to determine the relationship 
patterns among the various underlying variables within the developing measure. This 
removes redundancy or duplication from a set of correlated variables and represents the 
correlated variables within a smaller set of derived variables. This approach can, 
therefore, contribute to establishing construct validity (Ferguson & Cox, 1993). The 
questionnaire was piloted using both item and exploratory factor analysis and 
demonstrated good reliability and concurrent validity. 
5.5 	Data Reduction through Factor Analysis 
Factor analysis is a multivariate statistical procedure primarily used for data reduction 
and summarization. A large number of correlated variables are reduced to set of 
independent underlying factors. This technique is used because it analyses the structure 
of interrelationships among large number of variables by defining a set of common 
underlying dimensions, known as factors or dimensions. This leads to summarization and 
data reduction. Factor analysis is an interdependent technique in which all variables are 
simultaneously considered, each related to all others and still employing the concept of 
the variables, the linear composite of variables. The original variables are dependent 
variables that are function of some underlying and latent set of dimensions that are 
themselves made up of all other variables. Factor analysis is a multivariate technique 
which helps in understanding the complex relationships The another benefits of this 
technique is that researcher gets insight into empirical estimation of relationships with 
conceptual foundation and interpretation of results. 
An important tool in interpreting factors is factor rotation. Rotation means that the factors 
are turned about the origin until some there positions has been reached. This redistributes 
the variance from earlier factors to Iater ones to achieve a simpler, theoretically more 
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meaningful factor pattern. With varimax rotational approach there tend to be some high 
loadings close to -1 or 1 and some loadings near 0 in each column of the matrix The 
logic is that interpretation is easiest when the variable and the factor correlation are (1) 
close to -1 or 1 thus indicating a clear positive or negative association between the 
variable and the factor close to 0, indicating a clear lack of association varimax rotation 
give clear separation of factors. 
An exploratory factor analysis with principal components was conducted to determine the 
dimensions of relationship among variables. This analysis includes preliminary tests to 
determine the appropriateness of factor analysis. Bartlett's test and the Kaiser- Meyer -
olkin (KMO) measure of sample adequacy. In factor analysis, the objective is to identify 
interrelated sets of variable. The correlations among variables can be analysed by 
computing the partial correlation among variable. Bartlett test is a statistical test for the 
presence of correlations among variables. It provides the statistically probability that the 
correlation has significant variables. The Kaiser-Meyer olkin index can range from 0 to I 
indicates the degree to which each variable in a set is predicted without error by the other 
variables. According to Hair (1998) a value 0.50 or more from the test indicate that data 
are adequate for factor analysis. 
The Kaiser-Meyer olkin and Bartlett test (p<.001) indicate the value more than 
significant value is not considered for the test, value less than the significant value can be 
considered appropriate for factor analysis . On the basis of these results Exploratory 
factor analysis was conducted and the content validity was assessed by factor reduction 
and data was reduced. The Exploratory factor analysis employed a principal component 
analysis with varimax rotation. Factors with values greater than 1.0 and rotated factor 
loading 0.50 or greater are practically significant as (Hair et al, 1998) suggested that 
communality of a variable represents the amount of variance in the factor solution 
explained by the variable. Values less than that can be deleted for reasons of insufficient 
contribution to explaining the variance. Thus by reducing the values through factor 
analysis the variables are reformed, which are later, analyse by using multiple regression. 
The tests further analysis the variables and give us the outcomes that are later related with 
the framed hypothesis. 
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5.6 	Sampling Procedure and Questionnaire Administration 
Sample size is one of the four features of a study design that can influence the recognition 
of significant differences, relationships or interactions (Peers, 1996). Generally, these try 
to minimize  both alpha error (finding a difference that does not actually exist in the 
population) and beta error (failing to find a difference that actually exists in the 
population) (Peers, 1996). 
For a quantitative survey design, determining sample size and dealing with nonresponse 
bias is essential. Quantitative methods have the advantage to use smaller groups of people 
to make inferences about larger groups that would be prohibitively expensive to study 
(Holton & Burnett, 1997). 
The target population for this research was the HR professionals of private hospitals. 
These HR professionals included the HR executives, HR coordinators, managers and HR 
heads. However, the government hospitals were not included in this study. The reason for 
such exclusion was because of the lack of infrastructure to support the technology 
innovation and the reluctance to adopt and implement new technology. 
The sample size was collected from the private hospitals of New Delhi (Country capital), 
Lucknow (State Capital) and Aligarh (small city). This division was made on the basis of 
the presence of large, medium and small sized private hospitals. Another reason for this 
division is the size and the economic growth of these places. This research was conducted 
in order to understand the willingness of private hospitals to adopt new e-HRM tools. 150 
respondents from the mentioned three cities answered the structured questionnaire. Out of 
these 150 respondents, 80 were from the private hospitals in New Delhi, 50 from 
Lucknow and 20 from Aligarh. Since New Delhi is the capital of India, largest amount of 
sample was collected from that city to get maximum exposure to its healthcare 
organisations. Accordingly, sample size was decided from Lucknow and Aligarh. 
5.7 Data Analysis Procedure 
The data collected through the questionnaire were entered into a computer database and 
then analysed using the statistical package for the social sciences (SPSS). The data 
analysis consisted of factor analysis, Analysis of Variance (ANOVA), Pearson 
Correlation analysis and multiple linear regression. 
103 
Initially factor analysis was done to explore the data for patterns and reduce the many 
variables to a more manageable number. Factor analysis is a data reduction tool that helps 
to remove redundancy and duplication from the set of correlated variables. In this 
research factor analysis was done and the values were found to be consistent and none of 
the factors were found to be duplicating. Hence, the researcher continued with the 
questionnaire. The reliability and validity was tested using cronbach alpha to ensure that 
the factors taken for the study were consistent. Pearson correlation was done to find out if 
there was any positive relationship between the variables mentioned in the null 
hypotheses. Pearson correlation tested hypotheses from H01 to H06. The hypotheses where 
effects between the variables were to be determined were analysed using multiple linear 
regression. These hypotheses were from H)7 to H012. ANOVA is used to determine if 
there is a significant difference between the variables mentioned in the hypotheses where 
differences have to be analysed and tested hypotheses from H013 to Hozi. 
	
5.8 	Sources of Data 
Primary and secondary data has been collected for the use in this study. The primary data 
has been collected from New Delhi, Lucknow and Aligarh while secondary data was 
collected from University libraries, trade journals available online on Emerald, EBSCO, 
Wiley, J Store etc. and libraries at Delhi University and JN[J. 
5.9 	Scope of the Study 
The study would be of immense help for the introduction of e-HRM in healthcare 
organisations. Not only will the healthcare sectors would be benefitted, but the core 
technological sectors can also benefit from the study. The HR departments while 
incorporating or improving any e-HRM application can use the factors highlighted from 
the results. This would not only provide satisfaction among the users of e-HRM 
application but also ensure that the work is being done effectively. 
It will also be helpful to academia that is interested in the study of e-HRM in general. 
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Chapter 6: Analysis and Results 
ANALYSIS AND RESULTS - PART I 
This chapter presents the results of the bivariate correlation analysis, multiple linear 
regression analysis and analysis of variance (ANOVA), which have been carried out to 
study the nature and magnitude of the relationship between dependent and independent 
variables. In this chapter the analysis of data has been carried out with respect to all the 
three cities considered in this study. Here, we will be analysing the data city wise so as to 
segregate the date to have a better picture between the variables. Bivariate correlation 
analysis, multiple linear regression analysis and analysis of variance (ANOVA) have 
been carried out for each city's data. 
6.1 	Analysis & Results for the city of New Delhi 
Table 1: Bivariate Correlation between Independent and Dependent Variables 
(New Delhi) 
OVD RVD TVD PED PUD AdopD 
Pearson Correlation 1 -.797 .115 -.121 .462 .29I 
OVD 	Sig. (2-tailed) .000 .308 .285 .000 .009 
N 80 80 80 80 80 80 
Pearson Correlation 1 .180 .201 .503 .239 
RVD 	Sig. (2-tailed) .110 .074 .000 .033 
N 80 80 80 80 80 
Pearson Correlation 1 -.012 .295 .053 
TVD 	Sig. (2-tailed) .913 .008 .641 
N 80 80 80 80 
Pearson Correlation 1 -.038 .264 
PED 	Sig. (2-tailed) .738 .018 
N 80 80 80 
Pearson Correlation 1 .505 
PUD 	Sig. (2-tailed) .000 
N 80 80 
Pearson Correlation 1 
AdopD 	Sig. (2-tailed) 
N 80 
** Correlation is significant at the 0.01 level (2-tailed). 
. Correlation is significant at the 0.05 level (2-tailed). 
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Taking adoption of e-HRM as the dependent variable, bivariate correlation analysis was 
carried out for the data collected from New Delhi. Operational outcome, relational 
outcome, transformational outcome, perceived ease of use and perceived usefulness were 
taken as independent variables. In the above correlation table, 1 N represents the size of 
the sample, which is taken as 80 for the city of New Delhi. The middle diagonal column 
of Pearson correlation `1' represents the correlation between the same variables i.e. the 
Pearson correlation r between the adoptions of a-HRM with adoption of e-HRM is 1. 
Similarly, Pearson correlation of Operational variable (OVD) with Operational variable, 
Relational Variable (RVD) with Relational variable, Transformational Variable (TVD) 
with Transformational Variable, Perceived Ease of Use (PED) with Perceived Ease of 
Use and Perceived Usefulness (PUD) and Perceived Usefulness is 1. Here `D' represents 
the data collected from the city of New Delhi. 
Pearson correlation or correlation coefficient `r' indicates the strength of association 
between the variables. The Correlation table I shows that Perceived usefulness (PUD) 
has the highest correlation coefficient r of 0.505 for the city of New Delhi indicating a 
strong positive relationship with the adoption of e-HRM in the healthcare sector. Since, 
the significance value for PUD is 0.000, the relationship between PUD and Adoption of 
e-HRM in New Delhi's healthcare sector is significant. The value of r for PUD explains 
that 25% of the variation in PUD is explained by adoption of e-HRM. Similarly, 
Operational Variable (OVD) and Relational Variable (RVD) also have a strong positive 
relationship with the adoption of a-HRM in New Delhi's healthcare sector with R-value 
of 0.291 and 0.239 respectively. The significance value for OVD and RVD is found to be 
.009 and 0.033 respectively denoting that the relationship is significant. The relationship 
between Perceived ease of use and adoption of e-HRM is also found to be significantly 
related with R-value of 0.264 and significance value of 0.018. The correlation coefficient 
r for Transformational Variable (TVD) is 0.053 and significance value is 0.641 showing 
that the relationship between TVD and adoption of e-HRM is not significantly related. 
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6.1.1 Result of Multiple linear regression between the independent and dependent 
variables. 
This represents the results of multiple linear regression analysis, which was carried out to 
study the nature and magnitude of relationship between the dependent and independent 
variables healthcare sector in New Delhi. The dependent variable is the adoption of e-
HRM in the city of New Delhi. Independent variables listed in the table are OVD = 
Operational outcome variable, RVD = Relational outcome variable, TVD= 
Transformational outcome variable, PED= Perceived ease of use and PUD= Perceived 
usefulness. 
Table 2: Multiple Linear Regression between Independent and Dependent Variables 
(New Delhi) 
Model 
Unstandardized 
Coefficients 
Standardized 
Coefficients t Sig. 
B Std. Error Beta 
(Constant) -3.388 1.345 -2.519 .014 
OVD .511 .213 .244 2.398 .019 
RVD 1  .389 ;103 .421 3.770 .000 
TVD .121 .165 .072 .734 .465 
PED .311 .123 .249 2.534 .013 
PUD .662 .150 .514 4.419 .000 
a. Dependent Variable: Adoption Delhi 
The given table 2 the unstandardized beta coefficient, which represents the effect of an 
independent variable on the dependent variable The Standardized Beta Coefficients 
gives, a measure of the contribution of each variable to the model. A large value indicates 
that a unit change in this predictor variable has a large effect on the criterion variable. 
The t and Sig (p) values give a rough indication of the impact of each predictor variable -- 
a big absolute t value and small p value suggests that a predictor variable is having a 
large impact on the criterion variable. On the basis of the tests equation will be formed as 
shown. Here `D' denotes the data collected from New Delhi. 
AdopD=3 .388+(0.5 1 1)(OVD)+(0.389)(RVD)+(0.121)(TVD)+(0.311)(PED)+(0.662)(PU 
D)(cm) 
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Here, Adoption of a-HRM is the dependent variable. Alpha constant is -3.388. The value 
of bl is 0.511, which is the beta coefficients for X1, which is taken as first independent 
variable Operational outcome (OVD). 0.389 is the value of b2 for the second independent 
variable Relational outcome (RVD). 0.121 is the value of b3 for the third independent 
variable Transformational outcome (TVD). 0.311 is the value of ba with Perceived ease 
of use (PED) as fourth independent variable. 0.662 is beta coefficient b5 with Perceived 
usefulness (PUD) as fifth variable. 
The Beta Standardized coefficient measures the influence of the predictor variable on the 
dependent variable. Here, the dependent variable id the adoption of e-HRM. The higher 
the Beta value, higher will be its influence on the adoption of e-HRM. High Beta values 
also give high t values too. From the regression table it is clear that Perceived Usefulness 
variable (PUD) has the highest beta value of 0.514 and t value of 4.419. When beta value 
and t value is high, the significance (p) value is low. The p value for PUD is obtained as 
0.000 signifying a high significant effect of PUD on adoption of e-HRM. The predictor 
variable, OVD has beta value of 0.244 and t value of 2.398. The p value for OVD is 
0.019, which is significant. Similarly Relational Variable (RVD) and Perceived Ease of 
use variable (PED) have the significance values of 0.000 and 0.013 with beta values of 
3.770 and 2.534 respectively. Hence RVD and PED have significant effect on the 
adoption of e-HRM in New Delhi's healthcare sector. The beta value for the 
Transformational variable (TVD) is 0.072 that is very low as compared to the others. The 
t value for TVD is 0.734 and significance value is 0.465, suggesting that TVD has no 
significant effect on the adoption of e-HRM. 
Table 3: Model Summary between Independent and Dependent Variables 
(New Delhi) 
Model R R Square Adjusted R 	
1  Std. Error of I S uare the Estimate 
1 .596a  I 	.355 .312 I 	.61770 
a. Predictors: (Constant), OVD, RVD, TVD, PED, PUD 
In the given table 3, R is a measure of the correlation between the observed value and the 
predicted value of the criterion variable. R Square (R2) is the square of this measure of 
correlation and indicates the proportion of the variance in the criterion variable i.e. 
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adoption of e-HRM. The adjusted R-square is often used to summarize the fit as it takes 
into account the number of variables in the model. In general, values of R Square below 
0.2 are considered weak, from 0.2 to 0.4, moderate, and above 0.4, strong. In the given 
table the value of R is 0.596 and R square is 0.355 The adjusted r square value tells us 
that our model is moderate with constant predictors accounts for 35.50 % of variance 
with the significance at 0.00 levels. The standard error of estimate is found to be 0.61770. 
It gives us how well the fitted equation fits the sample data. 
Table 4: Analysis of Variance between Independent and Dependent Variables 
(New Delhi) 
Model Sum of df Mean Square F Sig. Squares 
Regression 15.565 5 3.113 8.159 .0001,  
1 	Residual 28.235 74 .382 
Total 43.800 79 
a. Predictors: (Constant), OVD, RVD, TVD, PED, PUD 
b. Dependent Variable: Adoption Delhi 
The above table 4 depicts an Analysis of Variance, which evaluates the overall 
significance of our model. It basically tells us whether the regression equation is 
explaining a statistically significant portion of the variability in the dependent variable 
from variability in the independent variables. The F statistic in the ANOVA table is 
simply a test of the overall relationship between Y and all of the predictors. It can be 
thought of as the ratio of MS regression to MS residual as well as a test of the null 
hypothesis. The given table 4 that the entire five predictors variable has a significant 
relation with adoption of e-HRM, which is the dependent variable. The p value obtained 
is 0.00 which is lesser than 0.05. The corresponding f value is 8.159. This means our 
Adel is significant and supports the hypothesized framework. 
110 
6.1.2 Interpretation of variables 
The interpretation of bivariate correlation, multiple linear regression and ANOVA for 
each independent variable with the dependent variable has been discussed below. 
1. Operational Outcome 
Table 5: Bivariate Correlation between Operational outcome and Adoption of e- 
HRM (New Delhi) 
Adop OVD 
Pearson Correlation 1 .291 
Adop 	 Sig. (1-tailed) .009 
N 80 80 
Pearson Correlation .291 1 
OVD 	 Sig. (1-tailed) .009 
N 80 80 
**. Correlation is significant at the 0.01 level (2-tailed). 
The correlation table 5 illustrates the correlation between operational outcome and 
adoption of e-HRM. The Pearson correlation test concludes that there is significant 
positive relation between two variables. The p value obtained .009, which is less than 
0.05, which signals high significance between the variables. Meanwhile the r-value 
obtained in the test came out to be 0.291. Thus the relationship between the variables is 
found to be positively significant. The positive r-value obtained also implies that any 
increase in the operational outcome will be followed by increase in the intention to 
adoption of a-HRM. Conclusively it can be stated that there is significant positive 
relationship between operational outcome and adoption of a-HRM. With the given result 
showing high significant value, it can be analysed that the when the HR professionals feel 
that the given a-FIRM application can reduce their administrative burden and reduce the 
amount of work the intention to adopt the a-FIRM application increases. This means that 
higher the operational outcome of the a-HRM application, higher will be the adoption of 
e-HRM. 
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Table 6: Multiple Linear Regression between Operational outcome and Adoption of 
e-FIRM (New Delhi) 
Unstandardized Standardized 
Model Coefficients Coefficients  g 
B Std. Error Beta 
(Constant) -3.388 1.345 -2.519 .014 
1 
OVD .511 .213 .244 2.398 .019 
a. Dependent Variable: Adoption Delhi 
The regression table 6 above shows that for the operational outcome variable the Beta 
coefficient is found out to be 0.244. The t value of operational outcome is 2.393. This 
high t value is indicative of the fact that there is significance between the operational 
outcome and adoption of e-HRM in New Delhi. This significance is confirmed by the p 
value of 0.019, which is much less than 0.05, concluding that operational outcome 
variable has a significant effect on the adoption of a-E RM in healthcare sector in New 
Delhi. Consequently, reduction in cost and lowering of administrative work are major 
factors considered for e-HRM adoption. 
2. Relational Outcome 
Table 7: Bivariate Correlation between Relational outcome and Adoption of e-HRM 
(New Delhi) 
Adop RVD 
Pearson Correlation 1 .239 
Adop 	 Sig. (1-tailed) .033 
N 80 80 
Pearson Correlation .239 1 
RVD 	 Sig. (1-tailed) .033 
N 80 80 
*. Correlation is significant at the 0.05 level (2-tailed). 
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The above Pearson correlation table 7 shows the correlation between the relational 
outcome variable and the adoption of e-HRM. The p value obtained is 0.33, which is less 
than 0.05 that indicate high significance. Meanwhile the value of r is 0.239, which shows 
positive relationship and implies that greater the relational outcome of e-HRM, higher 
will be the adoption of e-HRM in the organisation. It can be stated that there is significant 
positive relationship between relational outcome and adoption of a-FIRM. If the HR 
professionals feel that the adoption of e-HRM will increase the ability to recruit in cost 
effective manner and to take more effective decisions, they would be likely to adopt the 
e-HRM application. 
Table 8: Multiple Linear Regression between Relational outcome and Adoption of e-
HRM (New Delhi) 
Unstandardized Standardized 
Model Coefficients Coefficients T Sig. g 
B Std. Error Beta 
(Constant) -3,388 1.345 -2.519 .014 
1 
RVD .389 .103 .421 3.770 .000 
a. Dependent Variable: Adoption Delhi 
The values of relational outcome variable in the regression table 8 show that the Beta 
value is 0.421. The t value is found to be 3.770 with a p value of 0.000. The high t value 
and a low significant value for operational variable outcome highlight the fact that there 
is a significant effect of operational outcome of the adoption of e-HRM in healthcare 
sector in New Delhi. Thus, enhancing the ability to recruit in cost-effective manner and 
improving the quality of service e.g. payroll administration, appraisal etc. is considered 
for the adoption of e-HRM. 
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3. Transformational Outcome 
Table 9: Bivariate Correlation between Transformational outcome and Adoption of 
e-HRM (New Delhi) 
Adop TVD 
Pearson Correlation 1 .053 
Adop 	 Sig. (1-tailed) .641 
N 80 80 
Pearson Correlation .053 1 
TVD 	 Sig. (1-tailed) .641 
N 80 80 
The given table 9 shows the Pearson correlation test between transformational outcome 
and adoption of e-HRM. The p value obtained is 0.641, which is more than 0.05. Thus 
the value is not significant. The value of r is 0.053. Since the r-value is less than I 
indicates that there is no correlation between the two variables. Consequently, it can be 
stated that the transformational outcome of a-HIM does not have a significant 
relationship with the adoption of e-HRM. The transformational outcome deals with the 
strategic goals of an organisation. From the values it can be concluded that these goals 
may not be related to the adoption of a-HRM. 
Table 10: Multiple Linear Regression between Transformational outcome and 
Adoption of e-HRM (New Delhi) 
Unstandardized Standardized 
Model Coefficients Coefficients T Sig. 
B Std. Error Beta 
(Constant) -3.388 1.345 -2.519 .014 
1 
TVD .121 .165 .072 .734 .465 
a. Dependent Variable: Adoption Delhi 
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Linear regression of transformational outcome variable with adoption of e-HRM reveals 
that the Beta value is 0.072 with a t value of 0.734. This is a low value oft as compared 
to the other variables. The significance value p is found to be 0.465, which is above the 
acceptable value of 0.05. These values indicate that there is statistically no significant 
effect of transformational outcome variable on the adoption of e-HRM in healthcare 
sector in New Delhi. 
4. Perceived ease of use 
Table 11: Bivariate Correlation between Perceived Ease of Use and Adoption of e- 
HRM (New Delhi) 
Adop PED 
Pearson Correlation 1 .264* 
Adop 	 Sig. (1-tailed) .018 
N 80 80 
Pearson Correlation .264* 1 
PED 	 Sig. (1-tailed) .018 
N 80 80 
*. Correlation is significant at the 0.05 level (2-tailed). 
The above correlation table 11 shows the test between Perceived ease of use and adoption 
of e-HRM. The r-value of 0.264 implies that there is positive relation between the two 
variables. The p value is found to be 0.01$, which is less than 0.05. Conclusively, it can 
be stated that there is a positive relationship between the perceived ease of use and 
adoption of e-HRM in healthcare sector in New Delhi. If the HR professionals find an e-
HRM application easy to use and enjoy using it, they would be likely to adopt the e-FIRM 
application. Such employees also try to find out new and quick ways to perform their job 
with the help of e-HRM. Thus e-HRM is not perceived as an additional burden but an 
easy way to get work done. 
k 
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Table 12: Multiple Linear Regression between Perceived Ease of Use and Adoption 
of e-HRM (New Delhi) 
Unstandardized Standardized 
Model Coefficients Coefficients  g 
B Std. Error Beta 
(Constant) -3.388 1.345 -2.519 .014 
1 
PED .311 .123 .249 2.534 .013 
a. Dependent Variable: Adoption Delhi 
The regression analysis for perceived ease of use of e-HRM with the adoption of e-HRM 
in New Delhi's healthcare sectors shows that the Beta value is 0.249. The t value is found 
to be 2.534. The significance value p is 0.013 confirming that perceived ease of use of e-
FIRM has a significant effect on the adoption of a-FIRM. Thus, if the HR professionals 
find an e-HRM application easy to use they will have a positive effect on its adoption. 
5. Perceived usefulness 
Table 13: Bivariate Correlation between Perceived Usefulness and Adoption of e- 
B RM (New Delhi) 
Adop PUD 
Pearson Correlation 1 .505* 
Adop 	 Sig. (1-tailed) .000 
N 80 80 
Pearson Correlation .505* 1 
PUD 	 Sig. (1- tailed) .000 
N 80 80 
*. Correlation is significant at the 0.05 level (2-tailed). 
The Pearson correlation table 13 shows the results of correlation between perceived 
usefulness and adoption of e-HRM. The r-value obtained with the test is 0.505. The p 
value is 0.000. Since, the p value is less than 0.05; it implies that the value is significant. 
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The positive r-value indicates that there is a positive relation between perceived ease of 
use and adoption of a-HRM. When the usefulness of e-HRM application increases, the 
adoption of e-HRM also increases. Usefulness of e-HRM means that the application will 
improve the career prospects of the HR professionals. 
Table 14: Multiple Linear Regression between Perceived Usefulness and Adoption 
of a-HRM (New Delhi) 
Unstandardized Standardized 
Model Coefficients Coefficients  g 
B Std. Error Beta 
(Constant) -3.388 1.345 -2.519 .014 
1 
PUD .662 .150 .514 4,419 .000 
a. Dependent Variable: Adoption Delhi 
Analysis for perceived usefulness of e-HRM shows the Beta coefficient value as 0.244. 
The t value for perceived usefulness is 4.419 and significance value is found to be 0.000. 
This perfect p value obtained shows that perceived usefulness has a major effect on the 
adoption of e-HRM in healthcare sector in New Delhi. Since, New Delhi is a 
metropolitan city with commercialized private hospitals, there is a need to become more 
strategic in approach. Hence, it becomes necessary to consider if the e-HRM application 
will improve organisation's value and its strategic orientation. 
The effect of external variables on the adoption of e-HRM has been carried out using 
One-Way ANOVA for Age, Gender, Experience and Size of organisation with the 
adoption of e-HRM. Bivariate correlation, linear regression and ANOVA have been 
carried out to find out the relationship between the Knowledge of IT of HR professionals 
(an external variable) with the adoption of e-HRM. 
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6. Knowledge of IT of HR professionals 
Table 15: Bivariate Correlation between Knowledge of IT and Adoption of e-HRM 
(New Delhi) 
kitD AdopD 
Pearson Correlation 1 .766 
kitD 	 Sig. (2-tailed) .000 
N 80 80 
Pearson Correlation .766 1 
AdopD 	 Sig. (2-tailed) .000 
N 80 80 
**. Correlation is significant at the 0.01 Ievel (2-tailed). 
The table 15 shows the test between Knowledge of IT of HR professionals and adoption 
of e-HRM in healthcare sector in New Delhi. The Pearson Correlation for the two 
variables is found to be 0.766. There is a positive relation between the two variables as 
the value of r is positive. The p value comes out to be 0.000 suggesting a significant 
relationship, as the value of p is less than 0.05. This means that if the knowledge of IT of 
HR professionals increases, the adoption of e-HRM also increases. The very fact that 
developing IT skills increases the competence of HR professionals, it also helps them to 
adopt the e-HRM application easily than someone who is not skilled in IT. 
Table 16: Multiple Linear Regression between Knowledge of IT and Adoption of e- 
B RM (New Delhi) 
Unstandardized Standardized 
Model Coefficients Coefficients t Sig. 
B Std. Error Beta 
(Constant) 
kitD 
1.042 
.775 
.297 
.074 .766 
3.505 
10.526 
.001 
.000 
a. Dependent Variable: Adoption Delhi 
The above table 16 shows the regression between knowledge of IT of HR professionals 
and adoption of e-HRM. The Beta coefficient value is found to be 0.766. The p value is 
0.000 and t is 10.526. Since the p value is lower than the significant value of 0.05, 
therefore, it can be said that the knowledge of IT of HR professionals has an effect on the 
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adoption of e-HRM. An HR professional with a greater skill in IT will accept the a IIRM 
technology easily. 
7. Size of Hospital 
Table 17: Analysis of Variance between Size of Hospital and Adoption of a-B RM 
(New Delhi) 
Sum of Df Mean Square F Sig. Squares 
Between Groups 2.153 2 1.076 2.449 .093 
Within Groups 33.835 77 .439 
Total 35.988 79 
One-way ANOVA test was done for comparing the mean squares of size of hospital and 
adoption of e-HRM. From the analysis it is clear that the mean square value between the 
groups is found to be 1.076 and within the groups is 0.439. The F value is 2.449 with a p 
value of 0.093. The value of p is more than the acceptable limit of 0.05, implying that 
there is no difference in the mean squares of these variables. 
8. Work Experience 
Table 18: Analysis of Variance between Work Experience and Adoption of e-HRM 
(New Delhi) 
Sum of df Mean Square F Sig. Squares 
Between Groups 2.795 3 .932 2.133 .103 
Within Groups 33.193 76 .437 
Total 35.988 79 
The analysis of variance for length of experience as the factor and adoption of e-HRM as 
the test variable reveals that the mean square value between the groups is 0.932 and 
within the group is 0.437. The F value for the analysis is found to be 2.133. The 
significance value is 0.103 that is much above 0.05. The value confirms that there are no 
significant differences between the means. Consequently, there is no difference in the 
means of operational outcome and adoption of e-HRM. 
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9. Gender 
Table 19: Analysis of Variance between Gender and Adoption of e-HRM 
(New Delhi) 
Sum of df Mean Square F Sig. Squares 
Between Groups .004 1 .004 .008 .928 
Within Groups 35.984 78 .461 
Total 35.988 79 
One-way ANOVA test was done for comparing the mean squares of Gender and adoption 
of e-HRM. From the analysis it is clear that the mean square value between the groups is 
found to be 1.076 and within the groups is 0.439. The F value is 2.449 with a p value of 
0.093. The value of p is more than the acceptable limit of 0.05, implying that there is no 
difference in the mean squares of these variables. 
10. Age 
Table 20: Analysis of Variance between Age and Adoption of e-HRM (New Delhi) 
Sum of df Mean Square F Sig. Squares 
Between Groups .994 3 .331 .719 .543 
Within Groups 34.994 76 .460 
Total 35.988 79 
The test for analysis of variance between age of HR employees and adoption of e-HRM 
shows that the mean square value between the groups 0.331 is found to be and within the 
group is 0,460. The F value for the test is 0.719 and p value is found to be 0.543. The 
significance value is higher than 0.05 demonstrating that there are statistically significant 
differences between the means and the differences between condition Means are not 
likely due to change. 
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6.2 Analysis & Results for the city of Lucknow 
Table 21: Bivariate Correlation between Independent and Dependent Variables 
(Lucknow) 
OVL RVL TVL PEL PUL AdopL 
CPears t an 1 .148 .183 .642" .067 .313' 
OVL 	Sig. (2-tailed) .306 .204 .000 .646 .027 
N 50 50 50 50 50 50 
1 .466" .261 .320' .331' Correlation RVL 	Sig. (2-tailed) .001 .067 .023 .019 
N 50 50 50 50 50 
tat 1 .296' .411*` .249 Corr 	on TVL Sig. (2-tailed) .037 .003 .081 
N 50 50 50 50 
Pearson 1 .340' .462" Correlation PEL 
Sig. (2-tailed) .016 .001 
N 50 50 50 
Pearson 1 **  .422 Correlation PUL Sig. (2-tailed) .002 
N 50 50 
Pearson 1  
Correlation 
Adapt 	Sig. (2-tailed) 
N 50 
** Correlation is significant at the 0.01 level (2-tailed). 
. Correlation is significant at the 0.05 level (2-tailed). 
Taking adoption of a-HRM as the dependent variable, bivariate correlation analysis was 
carried out for the data collected from Lucknow city. Operational outcome, relational 
outcome, transformational outcome, perceived ease of use and perceived usefulness were 
taken as independent variables. 
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In the above correlation table, N represents the size of the sample, which is taken as 50 
for the city of Lucknow. The middle diagonal column of Pearson correlation `1' 
represents the correlation between the same variables i.e. the Pearson correlation r 
between the adoption of e-HRM with adoption of e-HRM is 1. Similarly, Pearson 
correlation of Operational variable (OVL) with Operational variable, Relational Variable 
(RVL) with Relational variable, Transformational Variable (TVL) with Transformational 
Variable, Perceived Ease of Use (PEL) with Perceived Ease of Use and Perceived 
Usefulness (PUL) and Perceived Usefulness is 1. Here `L' represents the data collected 
from Lucknow city. 
Pearson correlation or correlation coefficient `r' indicates the strength of association 
between the variables. The above Correlation table for the Lucknow data shows that 
Perceived ease of use (PEL) has the highest correlation coefficient r 0.462 indicating a 
strong positive relation with the adoption of e-HRM in the Lucknow city's healthcare 
sector. The significance value for PEL is found to be 0.001 indicating that the relation 
between PEL and Adoption of e-HRM in Lucknow city's healthcare sector is significant. 
The value of r for PEL explains that 21% of the variation in PEL is explained by adoption 
of e-HRM. Similarly, Operational Variable (OVL) has a significant strong positive 
relationship with the adoption of a-HRM in Lucknow city's healthcare sector with r-value 
of 0.313 and significance value of 0.027. The r-value for Relational variable (RVL) is 
0.331 for Perceived Usefulness (PUL) is 0.422 indicating a strong positive relationship 
with the adoption of e-HRM. The significance value for RVL is 0.019 and for PUL is 
0.019 that is significant at 0.01 level of 2-tailed test. Hence, the relationship between 
RVA and PUL with the adoption of e-HRM is significantly related. The correlation 
coefficient r for Translational variable (TVL) is 0.249 with the significance value of 
0.081, suggesting that the relationship between TVL and adoption of e-HRM in Lucknow 
city's healthcare sector is not significant. 
122 
6.2.1 Result of Multiple linear regression between the independent and dependent 
variables. 
This represents the results of multiple linear regression analysis that was carried out to 
study the nature and magnitude of relationship between the dependent and independent 
variables healthcare sector in Lucknow. 
Table 22: Multiple Linear Regression between Independent and Dependent 
Variables fLucknow) 
Model 
Unstandardized 
Coefficients 
Standardized 
Coefficients t Sig. 
B Std. Error Beta 
(Constant) .766 .892 .859 .395 
OVL .166 .136 .157 1.218 .230 
RVL .175 .177 .135 .986 .330 
TVL .012 .182 .009 .065 .948 
PEL .229 .166 .198 1.376 .176 
PUL .400 .141 .383 2.826 .007 
a. Dependent Variable: Adoption Lucknow 
The given table 22 shows the unstandardized beta coefficient, which represents the effect 
of an independent variable on the dependent variable The Standardized Beta Coefficients 
gives a measure of the contribution of each variable to the model. A large value indicates 
that a unit change in this predictor variable has a large effect on the criterion variable. 
The t and Sig (p) values gives a rough indication of the impact of each predictor variable 
— a big absolute t value and small p value suggests that a predictor variable is having a 
Iarge impact on the criterion variable.. On the basis of the tests equation will be formed as 
shown below where `L' stands for Lucicnow data. 
AdopL=0.766+(0.166)(OVL)+(0.175)(RVL)+(0.012)(TVL)+(0.229)(PEL)+(0.400)(PUL) 
(cm) 
Here, Adoption of e-HRM is the dependent variable. Alpha constant is 0.766. The value 
of b1 is 0.166, that is the beta coefficients for X1, which is taken as first independent 
variable Operational outcome (OVL). 0.175 is the value of b2 for the second independent 
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variable Relational outcome (RVL). 0.012 is the value of b3 for the third independent 
variable Transformational outcome (TVL). 0.229 is the value of b4 with Perceived ease of 
use (PEL) as fourth independent variable. 0.400 is beta coefficient b5 with Perceived 
usefulness (PUL) as fifth variable. 
The Beta Standardized coefficient measures the influence of the predictor variable on the 
dependent variable. Here, the dependent variable id the adoption of a-HRM. The higher 
the Beta value, higher will be its influence on the adoption of e-HRM. High Beta values 
also give high t values too. From the regression table it is clear that Perceived Usefulness 
variable (PUL) has the highest beta value of 0.383 and t value of 2.826. When beta value 
and t value is high, the significance (p) value is low. The p value for PUL is obtained as 
0.007 signifying a high significant effect of PUL on adoption of e-HRM. The predictor 
variable, OVL has beta value of 0.157 and t value of 1.218. The p value for OVL is 
0.230, which is not significant. Similarly Relational Variable (RVL), Transformational 
Variable (TVL) and Perceived Ease of use variable (PEL) have the beta values of 0.135, 
0.009 and 0.198 respectively and their significance values are 0.330, 0.948 and 0.176 
respectively. Hence RVL, TVL and PEL do not have significant effect on the adoption of 
e-HRM in Lucknow city's healthcare sector. 
Table 23: Model Summary between Independent and Dependent Variables 
(Lucknow) 
Model R R Square Adjusted R Square 
Std. Error of 
the Estimate 
1 .625a  .390 .321 .41628 
a. Predictors: (Constant), PEL, RVL, OVL, PUL, TVL 
In the given table 23, R is a measure of the correlation between the observed value and 
the predicted value of the criterion variable. R Square is the square of this measure of 
correlation and indicates the proportion of the variance in the criterion variable. The 
adjusted R-squared is often used to summarize the fit as it takes into account the number 
of variables in the model. In general, values of R square below 0.2are considered weak, 
between 0.2and 0.4, moderate, and above 0.4, strong. In the given table the value of R is 
0.596 and R square is 0.355 The adjusted r square value tells us that our model is 
124 
moderate with constant predictors accounts for 35.50 % of variance with the significance 
at 0.00 levels. 
Table 24: Analysis of Variance between Independent and Dependent Variables 
(Lucknow' 
Model Sum of df Mean Square F Sig. Squares 
Regression 4.875 5 .975 5.627 .0001, 
1 	Residual 7.625 44 .173 
Total 12.500 49 
a. Predictors: (Constant), PEL, RVL, OVL, PUL, TVL 
b. Dependent Variable: Adoption Lucknow 
The above table 24 depicts an Analysis of Variance, which evaluates the overall 
significance of our model. It basically tells us whether the regression equation is 
explaining a statistically significant portion of the variability in the dependent variable 
from variability in the independent variables. The F statistic in the ANOVA table is 
simply a test of the overall relationship between Y and all of the predictors. It can be 
thought of as the ratio of MS regression to MS residual as well as a test of the null 
hypothesis. The given table shows that the entire five predictors variable have a 
significant relation with adoption of e-HRM, which is the dependent variable. The p 
value obtained is 0.00 which is lesser than 0.05. The corresponding f value is 5.672. This 
means our model is significant and supports the hypothesized framework. 
6.2.2 Interpretation of variables 
The interpretation of bivariate correlation, multiple linear regression and ANOVA for 
each independent variable with the dependent variable has been discussed below. 
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1. Operational Outcome 
Table 25: Bivariate Correlation between operational outcome and Adoption of e- 
fIRM (Lucknow) 
Adop OVL 
Pearson Correlation 1 .313 
Adop 	 Sig. (1-tailed) .027 
N 50 50 
Pearson Correlation 313 1 
OVL 	 Sig. (1-tailed) .027 
N 50 50 
*. Correlation is significant at the 0.05 level (2-tailed). 
The correlation table 25 for operational outcome variable and adoption of e-HRM in 
healthcare sector in Lucknow city shows that the value of correlation coefficient is found 
to be 0.313. This value is positive indicating a correlation between the two variables in 
the same direction. The p value for the test has come out to 0.027, which is less than 0.05 
signifying that the correlation is significant at 0.05 level. The adoption of e-HRM reduces 
the administrative tasks that overload the HR professionals most of the time. As a result 
of e-HRM there are reductions in the overhead costs because of lesser number of people 
required to do the HR tasks. This results in increase in the productivity of the HR 
employees favouring the adoption of e-HRM. 
Table 26: Multiple Linear Regression between operational outcome and Adoption of 
e-HRM 1Lucknow) 
Unstandardized Standardized 
Model Coefficients Coefficients t Sig. 
B Std. Error Beta 
(Constant) .766 .892 .859 .395 
1 
OVL .166 .136 .157 1.218 .230 
a. Dependent Variable: Adoption Lucknow 
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Multiple regression table 26 shows that the regression between the operational variable 
outcome and adoption of e-HRM give a Beta value of 0.157. The t value is found to be 
1.218 and the p value is 0.230. As the p value is higher than the significant value of 0.05 
there is no effect of operational outcome on the adoption of e-HRM. 
2. Relational Outcome 
Table 27; Bivariate Correlation between Relational outcome and Adoption of e- 
HRM (Lucknow) 
Adop RVL 
Pearson Correlation 1 .331 
Adop 	 Sig. (1-tailed) .019 
N 50 50 
Pearson Correlation .331 1 
RVL 	 Sig. (1-tailed) .019 
N 50 50 
*. Correlation is significant at the 0.05 level (2-tailed). 
Correlation test for relational outcome variable and adoption of e-HRM in healthcare in 
Lucknow city shows the value of correlation coefficient as 0.331. The p value is found to 
be 0.019. Since the r-value is positive with a significant p value it indicates that there is a 
positive correlation between the two variables. This means that the adoption of e-HRM 
increases with the increase in relational outcome variable. With the help of e-HRM the 
organisation is able to recruit people in a cost effective manner as HR professionals can 
make their own decisions accordingly. 
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Table 28: Multiple Linear Regression between Relational outcome and Adoption of 
e-HRM (Lucknow) 
Unstandardized Standardized 
Model Coefficients Coefficients  g 
B Std. Error Beta 
(Constant) .766 .892 .859 .395 
1 
RVL .175 .177 .135 .986 .330 
a. Dependent Variable: Adoption Lucknow 
The above table 28 shows multiple regression result between the relational outcome 
variable and the adoption of e-HRM in Lucknow city's healthcare sector. The value for 
Beta is 0.135 and the t value is 0.986. P value for the test is 0.330 suggesting that the 
value is not significant as it is higher than 0.05. Therefore, the relational outcome 
variable does not have any significant effect on the adoption of e-HRM. 
3. Transformational Outcome 
Table 29:Bivariate Correlation between Transformational outcome and Adoption of 
e-HRM (Lucknow) 
Adop TVL 
Pearson Correlation 1 .249 
Adop 	 Sig. (1-tailed) .081 
N 50 50 
Pearson Correlation .249 1 
TVL 	 Sig. (1-tailed) .081 
N 50 50 
The above table 29 shows the results of correlation between the transformational variable 
and adoption of e-HRM in healthcare sector in Lucknow city. The correlation coefficient 
is found to be 0.249 and the p value is 0.081. The p value is greater than 0.05 indicating 
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that the value is not statistically significant. Thus, there exists no relationship between the 
transformational outcome variable and adoption of a-HRM. 
Table 30: Multiple Linear Regression between Transformational outcome and 
Adoption of e-B RM (Lucknow) 
Unstandardized Standardized 
Model Coefficients Coefficients t Sig. g 
B Std. Error Beta 
(Constant) .766 .892 .859 .395 
1 
TVL .012 .182 .009 .065 .948 
a. Dependent Variable: Adoption Lucknow 
The regression test for transformational outcome variable and adoption of e-HRM shows 
that the Beta value for the test is 0.009 and the t value is 0.065. The p value is found to be 
0.948. This p value is higher than the significant value. Therefore, it can be concluded 
that the transformational outcome variable does not have a significant effect on the 
adoption of e-HRM in healthcare sector of Lucknow city. 
4. Perceived ease of use 
Table 31: Bivariate Correlation between Perceived case of use and Adoption of e- 
IIRM (Lucknow) 
Adop PEL 
Pearson Correlation I .4 	22 
Adop 	 Sig. (1-tailed) .001 
N 50 50 
Pearson Correlation . 462 1 
PEL 	 Sig. (1-tailed) .001 
N 50 50 
**. Correlation is significant at the 0.01 Ievel (2-tailed). 
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The relationship between perceived ease of use and the adoption of e-HRM has been 
studies in the above correlation table. The r-value for the test has come out to be 0.462. 
The test gives the value of p as 0.001, which is significant at 0.01 level. As it is clear 
from the r-value, the relation between the variables is positive. The p value suggests that 
the correlation between the variables is significant. Hence, it can be concluded that when 
the employees feel that the a-HRM application is easy to use, they enjoy using it in 
different ways leading to increase in adoption of a-HRM. 
Table 32: Multiple Linear Regression between Perceived ease of use and Adoption 
of e-HRM (Lucknow) 
Model 
Unstandardized 
Coefficients 
Standardized 
Coefficients t Sig. 
B Std. Error Beta 
(Constant) .766 .892 .859 .395 
1 
PEL .229 .166 .198 1.376 .176 
a. Dependent Variable: AdopL 
The multiple regression tests shows that the Beta value for perceived ease of use and 
adoption of e-HRM in Lucknow city is 0.198. The t value for the test is 1.376 with a p 
value of 0.176. This is indicative of the outcome that perceived ease of use of e-HRM 
does not have a significant effect on the adoption of a-FIRM in Lucknow city. 
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5. Perceived usefulness 
Table 33: Bivariate Correlation between Perceived Usefulness and Adoption of e- 
HRM (Lucknowl 
Adop PUL 
Pearson Correlation 1 .422 
Adop 	 Sig. (1-tailed) .002 
N 50 50 
Pearson Correlation . 422 1 
PUL 	 Sig. (1-tailed) .002 
N 50 50 
**. Correlation is significant at the 0.01 level (2-tailed). 
The above table showing the correlation between perceived usefulness of e-HRM and its 
adoption gives the correlation coefficient value as 0.422 with a p value of 0.002, which is 
significant at 0.01 level. Adoption of e-HRM is usually easy when an employee feels that 
using an a-HRM application is good for his/her job and helps in increasing his/her 
productivity. As e-HRM helps in quick access of account, it saves a lot of time. Thus, an 
increase in the perceived usefulness of e-HRM increases its adoption. 
Table 34: Multiple Linear Regression between Perceived Usefulness and Adoption 
of a-HRM (Lucknow) 
Unstandardized Standardized 
Model Coefficients Coefficients  g 
B Std. Error Beta 
(Constant) .766 .892 .859 .395 
1 
PUL .400 .141 .383 2.826 .007 
a. Dependent Variable: Adoption Lucknow 
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The interpretation of the multiple regression tables for perceived usefulness and adoption 
of a-HRM in Lucknow city shows that the Beta value is found to be 0.383. The t value 
for the test is 2.826 and the p value is 0.007. Since the p value is less than 0.05 it is 
significant suggesting that there is a significant effect of perceived usefulness on the 
adoption of a-FIRM in the city of Lucknow. 
The effect of external variables on the adoption of e-HRM has been carried out using 
One-Way ANOVA for Age, Gender, Experience and Size of organisation with the 
adoption of e-HRM. Bivariate correlation, linear regression and ANOVA have been 
carried out to find out the relationship between the Knowledge of IT of HR professionals 
(an external variable) with the adoption of e-HRM. 
6. Knowledge of IT of HR professionals 
Table 35: Bivariate Correlation between Knowledge of IT and Adoption of a-I RM 
(Lucknow) 
KITL Ado LiI 
Pearson Correlation 1 .787 
KITL 	 Sig. (2-tailed) .000 
N 50 50 
Pearson Correlation .787 1 
AdopL 	 Sig. (2-tailed) .000 
N 50 50 
**. Correlation is significant at the 0.01 Ievel (2-tailed). 
The test shows the correlation between the knowledge if IT of HR professionals and 
adoption of e-FIRM. The Pearson Correlation for the test is 0.787. The value of Pearson 
correlation is positive and close to 1 indicating a strong positive relationship between the 
two variables. The p value is found to be 0.000, which is significant at 0.01 Ievel. This 
signifies that when the knowledge and skill of HR professionals increases, the adoption 
of c-FIRM also increases. As obvious as it looks, more the knowledge of IT and HR 
professional has, greater will be the adoption of a-FIRM. 
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Table 3b: Multiple Linear Regression between Knowledge of IT and Adoption of e- 
HRM (Lucknow) 
Unstandardized Standardized 
Model Coefficients Coefficients T Sig. 
B Std. Error Beta 
1 	(Constant) 
KITL 
.897 
.786 
362 
.089 .787 
2.478 
8.833 
.017 
.000 
a. Dependent Variable: Adoption Lucknow 
The above table 36 shows the regression between the knowledge of IT of HR 
professionals and the adoption of e-HRM of healthcare sector in India. The Beta value 
indicated in the test is 0.787. The t value is found to be 8.833 with a significance value of 
0.000. The high t value and low significance value is indicative of the result that the 
knowledge of IT has an effect on the adoption of e-HRM. 
7. Size of Hospital 
Table 37: Analysis of Variance between Size of hospital and Adoption of e-HRM 
(Lucknow) 
Sum of Df Mean Square F Sig. Squares 
Between Groups .272 1 .272 1.067 .307 
Within Groups 12.228 48 .255 
Total 12.500 49 
The table 40 above shows the results of ANOVA between the size of hospitals in 
Lucknow city and the adoption of e-HRM. The mean square obtained for between the 
groups is 0.272 and for within the groups is 0.255. The F value obtained is 1.067. The 
value of significance is 0.307. This value suggests that there is no statistically significant 
difference between the means. It can be concluded that the difference in size of the 
hospitals does not affect the adoption of a-HRM in any way. 
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8. Work Experience 
Table 38: Analysis of Variance between Work Experience and Adoption of c-HRM 
(Lucknow) 
Sum of D£ Mean Square F Sig. Squares 
Between Groups .350 3 .117 .442 .724 
Within Groups 12.150 46 .264 
Total 12.500 49 
The above table 39 presents the results of one-way ANOVA between the experience of 
the HR employees and the adoption of e-HRM in healthcare organisations in Lucknow 
city. The mean square values are found to be 0.117 and 0.264, between the groups and 
within the groups respectively. The F value is 0.442 with a significance value of 0.724. 
These values are indicative of the result that the experience of the HR employees is not 
significantly related to the adoption of a-FIRM as there is no statistically significant 
difference between the means. 
9, Gender 
Table 39: Analysis of Variance between Gender and Adoption of e-HRM (Lucknow) 
Sum of df Mean Square F Sig. Squares 
Between Groups .321 1 .321 1.263 .267 
Within Groups 12,179 48 .254 
Total 12.500 49 
The ANOVA table 37 above shows the mean squares of Gender and adoption of a-FIRM 
in Lucknow city to determine if the means are statistically different. Going through the 
values show that the mean square between the groups is 0.321 and mean squares within 
the groups is 0.254 and F value as 1.263. The significance value of 0.267, which is 
greater than the acceptable significance value of 0.05, suggests that there is no 
statistically significant difference between the means. Therefore, it can be concluded that 
the differences between Means are likely due to -chance. 
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10. Age 
Table 40: Analysis of Variance between Age and Adoption of a-HRM (Lucknow) 
Sum of Squares df 4ean Square Sig. 
Between Groups .500 3 .167 .639 .594 
Within Groups 12.000 46 .261 
Total 12.500 49 
The above table 38 shows the results of ANOVA on the Age and Adoption of e-HRM in 
healthcare organisations. The results of the mean squares indicate that the mean square 
value between the groups is 0.167 and within the groups is 0.261. The F value is found to 
be 0.639. The significance value is 0.594, which is higher than the acceptable value. This 
result indicates that an age difference within the groups is not significant enough to effect 
the adoption of e-HRM. 
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6.3 	Analysis & Results for the city of Aligarh 
Table 41: Bivariate Correlation between Independent and Dependent Variables 
(Aligarh) 
OVA RVA TVA PEA PUA Adapt 
Pearson 1 .448' .294 .515` .020 .676" Correlation OVA 	Sig. (2-tailed) .048 .208 .020 .934 .001 
N 20 20 20 20 20 20 
Pearson 1 -.068 .320 -.062 .270 Correlation RVA Sig. (2-tailed) .777 .169 .796 .250 
N 20 20 20 20 20 
on Corte 1 .472' .797" .570" TVA 	Sig. (2-tailed) .036 .000 .009 
N 20 20 20 20 
1 .244 .855 #` Correlation 
PEA 	Sig. (2-tailed) . .300 .000 
N 20 20 20 
Pearson 
Correlation 1 .309 PUA Sig. (2-tailed) .185 
N 20 
Pearson 1  
Correlation 
AdopA 	Sig. (2-tailed) 
N 20 
. CorreIation is significant at the 0.05 level (2-tailed). 
. Correlation is significant at the 0.01 level (2-tailed). 
Taking adoption of a-FIRM as the dependent variable, bivariate correlation analysis was 
carried out for the data collected from Aligarh city. Operational outcome, relational 
outcome, transformational outcome, perceived ease of use and perceived usefulness were 
taken as independent variables. In the above correlation table, N represents the size of the 
sample, which is taken as 20 for the city of Aligarh. The middle diagonal column of 
Pearson correlation `1' represents the correlation between the same variables i.e. the 
Pearson correlation r between the adoption of a-HRM with adoption of e-HRM is 1. 
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Similarly, Pearson correlation of Operational variable (OVA) with Operational variable, 
Relational Variable (RVA) with Relational variable, Transformational Variable (TVA) 
with Transformational Variable, Perceived Ease of Use (PEA) with Perceived Ease of 
Use and Perceived Usefulness (PUA) and Perceived Usefulness is 1. Here `A' represents 
the data collected from Aligarh city. 
Pearson correlation or correlation coefficient `r' indicates the strength of association 
between the variables. The Correlation table for the Aligarh data above shows that 
Perceived case of use (PEA) has the highest correlation coefficient r 0.855 indicating a 
strong positive relation with the adoption of a-HRM in the healthcare sector of Aligarh 
city. Since, the significance value for PEA is 0.000, the relation between PEA and 
Adoption of e-HRM in Aligarh's healthcare sector is significant. The value of r for PEA 
explains that 73% of the variation in PEA is explained by adoption of e-HRM. Similarly, 
Operational Variable (OVA) has a strong positive relationship with the adoption of e-
HRM in Aligarh's healthcare sector with r-value of 0.676 and significance value of 
0.001. The r-value of Transformational variable (TVA) is 0.570, indicating a strong 
relationship with the adoption of e-HRM. The significance value of TVA is 0.009 that is 
significant at 0.01 level of 2-tailed test. Hence, the relationship between TVA and 
adoption of e-HRM is positively related. The correlation coefficient r for Relational 
variable (RVA) and Perceived Usefulness variable (PUA) is 0.270 and 0.309 
respectively. These values indicate a positive relationship of RVA and PUA with the 
adoption of e-HRM in Aligarh's healthcare sector. The significance values for RVA and 
PUA are 0.250 and 0.185. These values are statistically not significant as they are greater 
than 0.05. Thus RVA and PUA are not significantly related to adoption of e-HRM in the 
healthcare sector of Aligarh city. 
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6.3.1 Result of Multiple linear regression between the independent and dependent 
variables. 
Table 42: Multiple Linear regression between Independent and Dependent 
Variables (Aligarh) 
Model 
Unstandardized 
Coefficients 
Standardized 
Coefficients t Sig. 
B Std. Error Beta 
(Constant) .234 .694 .338 .740 
OVA .393 .167 .342 2.350 .034 
RVA 1  .071 .128 .072 .553 .589 
TVA .190 .290 .148 .655 .523 
PEA .668 .151 .626 4.434 .001 
PUA .030 .222 .027 .137 .893 
a. Dependent Variable: Adoption Aligarh 
The given table 42 shows the unstandardized beta coefficient, which represents the effect 
of an independent variable on the dependent variable .The Standardized Beta Coefficients 
gives, a measure of the contribution of each variable to the model. A large value indicates 
that a unit change in this predictor variable has a large effect on the criterion variable. 
The t and Sig (p) values give a rough indication of the impact of each predictor variable - 
a big absolute t value and small p value suggests that a predictor variable is having a 
large impact on the criterion variable. Here `A' denotes the data collected from Aligarh. 
AdopA=0.234+(0.393)(OVA)+(0.071)(RVA)+(0.190)(TVA)+(0.668)(PEA)+(0.030)(PU 
A)(cm) 
Here, Adoption of e-HRM is the dependent variable. Alpha constant is 0.234. The value 
of b, is 0.393, that is the beta coefficients for X1 , which is taken as first independent 
variable Operational outcome (OVA). 0.071 is the value of b2 for the second independent 
variable Relational outcome (RVA). 0.190 is the value of b3 for the third independent 
variable Transformational outcome (TVA). 0.668 is the value of b4 with Perceived ease 
of use (PEA) as fourth independent variable. 0.030 is beta coefficient bs with Perceived 
usefulness (PUA) as fifth variable. 
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The Beta Standardized coefficient measures the influence of the predictor variable on the 
dependent variable. Here, the dependent variable id the adoption of a-HRM. The higher 
the Beta value, higher will be its influence on the adoption of e-HRM. High Beta values 
also give high t values too. From the regression table it is clear that Perceived Ease of use 
variable (PEA) has the highest beta value of 0.626 and t value of 4.434. When beta value 
and t value is high, the significance (p) value is low. The p value for PEA is obtained as 
0.001 signifying a high significant effect of PEA on adoption of a-HRM, Also, it is 
noticeable from the table that PEA is the only variable that has a significant effect on the 
adoption of e-HRM in Aligarh city's healthcare sector. Other predictor variables like 
OVA has beta value of 0.244 and t value of 2.398, RVA has beta value of 0.072 and t 
value of 0.553, TVA has beta value of 0.148 and t value of 0.523 and PUA has beta value 
of 0.027 and t value of 0.893. The p value for OVA is 0.034, for RVA is 0.589, for TVA 
is 0.523 and for PUA is 0.893. These values are greater than 0.05 suggesting that these 
variables have no significant effect on the adoption of e-HRM in AIigarh city's 
healthcare sector. 
Table 43: Model Summary between Independent and Dependent Variables 
(Aligarh) 
Model R R Square Adjusted R I 	Std. Error of I Square the Estimate 
1 .9165 .840 I 	 .783 .27382 
a. Predictors: (Constant), PUA, OVA, RVA, PEA, TVA 
In the given table 43, R is a measure of the correlation between the observed value and 
the predicted value of the criterion variable. R Square is the square of this measure of 
correlation and indicates the proportion of the variance in the criterion variable. The 
adjusted R squared is often used to summarize the fit as it takes into account the number 
of variables in the model. In general, values of R square below 0.2are considered weak, 
between 0.2and 0.4, moderate, and above 0.4, strong. In the given table the value of R is 
0.916 and R square is 0.840 The adjusted r square value tells us that our model is 
moderate with constant predictors accounts for 84.00 % of variance with the significance 
at 0.00 levels. 
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Table 44: Analysis of Variance between Independent and Dependent Variables 
(Aligarh) 
Model Sum of df Mean Square F Sig. Squares 
Regression 5.500 5 1.100 14.673 .000a 
1 	Residual 1.050 14 .075 
Total 6.550 19 
a. Predictors: (Constant), PUA, OVA, RVA, PEA, TVA 
b. Dependent Variable: Adoption Aligarh 
The above table 44 depicts an Analysis of Variance, which evaluates the overall 
significance of our model. It basically tells us whether the regression equation is 
explaining a statistically significant portion of the variability in the dependent variable 
from variability in the independent variables. The F statistic in the ANOVA table is 
simply a test of the overall relationship between Y and all of the predictors. It can be 
thought of as the ratio of MS regression to MS residual as well as a test of the null 
hypothesis. The given table shows that the entire five predictors variable have a 
significant relation with adoption of e-HRM, which is the dependent variable. The p 
value obtained is 0.00 which is lesser than 0.05. The corresponding f value is 14.673. 
This means our model is significant and supports the hypothesized framework. 
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6.3.2 Interpretation of variables 
The interpretation of bivariate correlation, multiple linear regression and ANOVA for 
each independent variable with the dependent variable has been discussed below. 
1. Operational Outcome 
Table 45: Bivariate Correlation between Operational outcome and Adoption of e- 
HRM (Aligarh) 
Adop OVA 
Adop 	Pearson Correlation 1 .676 
Sig. (I-tailed). .001 
N 20 20 
OVA 	Pearson Correlation .676 1 
Sig. (1-tailed) .001 
N 20 20 
**. Correlation is significant at the 0.01 level (2-tailed). 
The correlation table 45 for operational outcome variable and adoption of e-HRM in 
healthcare sector in Aligarh city shows that the value of correlation coefficient is found to 
be 0.676. This value is positive indicating a correlation between the two variables in the 
same direction. The p value for the test has come out to 0.001, which is below than 0.05 
signifying that the correlation is significant at 0.01 level. The adoption of e-HRM reduces 
the administrative tasks that overload the HR professionals most of the time. As a result 
of a-HRM there are reductions in the overhead costs because of lesser number of people 
required to do the HR tasks. This results in increase in the productivity of the HR 
employees favouring the adoption of e-HRM. 
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Table 46: Multiple Linear Regression between Operational outcome and Adoption 
of e-HRM (Aligarh) 
Model Unstandardized Standardized 
Coefficients Coefficients 
t Sig. B Std. Error Beta 
1 	(Constant) .234 .694 .338 .740 
OVA .393 .167 .342 2.350 .034 
a. Dependent Variable: Adoption Aligarh 
Multiple regression table 46 shows that the regression between the operational variable 
outcome and adoption of e-HRM give a Beta value of 0.342. The t value is found to be 
2.350 and the p value is 0.034. As the p value is lower than the significant value of 0.05 
there is a significant effect of operational outcome on the adoption of e-HRM. 
2. Relational Outcome 
Table 47: Bivariate Correlation between Relational outcome and Adoption of e- 
HRM (Aligarh) 
Adop RVA 
Pearson Correlation 1 .270 
Adop 	 Sig. (1-tailed) .250 
N 20 20 
Pearson Correlation .270 1 
RVA 	 Sig. (1-tailed) .250 
N 20 20 
Correlation test for relational outcome variable and adoption of e-HIRM in healthcare in 
Aligarh city shows the value of correlation coefficient as 0.270. The p value is found to 
be 0.250. Since p value is higher than 0.05 it indicates that there is no significant 
relationship between the two variables. The reason for this can be the small size of the 
city with relatively smaller hospitals. These hospitals do not employee a large number of 
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people and have vey less staff. Therefore, the recruitment process does not require the 
specific adoption of e-HRM. 
Table 48: Multiple Linear Regression between Relational outcome and Adoption of 
e-HRM (Aligarh) 
Unstandardized Standardized 
Model Coefficients Coefficients t Sig. g 
B Std. Error Beta 
(Constant) .234 .694 .338 .740 
1 
RVA -.071 .128 -.072 -.553 .589 
b. Dependent Variable: Adoption Aligarh 
The above test shows multiple regression result between the relational outcome variable 
and the adoption of e-HRM in Aligarh city's healthcare sector. The value for Beta is - 
0.072 and the t value is -0.553. P value for the test is 0.589 suggesting that the value is 
not significant as it is higher than 0.05. Therefore, the relational outcome variable does 
not have any significant effect on the adoption of e-HRM. 
3. Transformational Outcome 
Table 49: Bivariate Correlation between Transformational outcome and Adoption 
of e-HRM (Aligarh) 
Adop TVA 
Pearson Correlation 1 .570 
Adop 	 Sig. (1-tailed) .250 
N 20 20 
Pearson Correlation .570 1 
TVA 	 Sig. (1-tailed) .250 
N 20 20 
**. Correlation is significant at the 0.01 level (2-tailed). 
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The above table 49 shows the results of correlation between the transformational variable 
and adoption of e-HRM in healthcare sector in Aligarh city. The correlation coefficient is 
found to be 0.570 and the p value is 0.009. The p value is less than 0.05 indicating that 
the value is statistically significant. Thus, there exists a positive relationship between the 
transformational outcome variable and adoption of e-HRM. 
Table 50: Multiple Linear Regression between Transformational outcome and 
Adoption of a-HRM (Aligarh) 
Unstandardized Standardized 
Model Coefficients Coefficients t Sig. g 
B Std. Error Beta 
(Constant) .234 .694 .338 .740 
1 
TVA .190 .290 .148 .655 .523 
c. Dependent Variable: Adoption Aligarh 
The regression test for transformational outcome variable and adoption of a-FIRM shows 
that the Beta value for the test is 0.148 and the t value is 0.655, The p value is found to be 
0.523. This p value is higher than the significant value. Therefore, it can be concluded 
that the transformational outcome variable does not have a significant effect on the 
adoption of e-HRM in healthcare sector of Aligarh city. 
144 
4. Perceived ease of use 
Table 51: Bivariate Correlation between Perceived Ease of Use and Adoption of e- 
HRM (Aligarh) 
Adop PEA 
Pearson Correlation 1 .855 
Adop 	 Sig. (1-tailed) .000 
N 20 20 
Pearson Correlation .855 1 
PEA 	 Sig. (1-tailed) .000 
N 20 20 
**. Correlation is significant at the 0.01 level (2-tailed). 
The relationship between perceived ease of use and the adoption of a-HRM has been 
studies in the above correlation table. The r-value for the test has come out to be 0.855. 
The test gives the value of p as 0.000, which is significant at 0.01 level. As it is clear 
from the r-value, the relation between the variables is positive. The p value suggests that 
the correlation between the variables is significant. Hence, it can be concluded that when 
the employees feel that the e-HRM application is easy to use, they enjoy using it in 
different ways leading to increase in adoption of e-HRM. 
Table 52: Multiple Linear Regression between Perceived Ease of Use and Adoption 
of e-HRM (Aligarh) 
Unstandardized Standardized 
Model Coefficients Coefficients  g 
B Std. Error Beta 
(Constant) .234 .694 .338 .740 
1 
PEA .668 .151 .626 4.434 .001 
d. Dependent Variable: Adoption Aligarh 
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The multiple regression tests shows that the Beta value for perceived ease of use and 
adoption of e-HRM in Lucknow city is 0.626. The t value for the test is 4.434 with a p 
value of 0.001. This is indicative of the outcome that perceived ease of use of e-HRM has 
a significant effect on the adoption of e-HRM in Aligarh city. 
5. Perceived usefulness 
Table 53: Bivariate Correlation between Perceived Usefulness and Adoption of e- 
HRM (Aligarh) 
Adop PUA 
Pearson Correlation 1 .309 
Adop 	 Sig. (1-tailed) .185 
N 20 20 
Pearson Correlation .309 1 
PUA 	 Sig. (1-tailed) .185 
N 20 20 
The above table 53 showing the correlation between perceived usefulness of e-HRM and 
its adoption gives the correlation coefficient value as 0.309 with a p value of 0.185, 
which is not a significant value. Thus the perceived usefulness of an a-FIRM application 
does not have a relationship in the adoption of e-HRM in the Aligarh city. 
Table 54: Multiple Linear Regression between Perceived Usefulness and Adoption 
of e-HRM (Aligarh) 
Unstandardized Standardized 
Model Coefficients Coefficients  g 
B Std. Error Beta 
(Constant) .234 .694 .338 .740 
1 
PUA .030 .222 .027 .137 .893 
e. Dependent Variable: Adoption Aligarh 
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The interpretation of the multiple regression tables for perceived usefulness and adoption 
of a-HRM in Lucknow city shows that the Beta value is found to be 0.027. The t value 
for the test is 0.137 and the p value is 0.893. Since the p value is higher than 0.05 it is not 
significant suggesting that there is no significant effect of perceived usefulness on the 
adoption of a-HRM in the city of Aligarh. 
The effect of external variables on the adoption of e-HRM has been carried out using 
One-Way ANOVA for Age, Gender, Experience and Size of organisation with the 
adoption of e-HRM. Bivariate correlation, linear regression and ANOVA have been 
carried out to fmd out the relationship between the Knowledge of IT of HR professionals 
(an external variable) with the adoption of a-HRM. 
6. Knowledge of IT of HR professionals 
Table 55: Bivariate Correlation between Knowledge of IT and Adoption of e-HRM 
1Alivarh) 
KITA Ado A 
Pearson Correlation 1 1.000 
KITA 	 Sig. (2-tailed) .000 
N 20 20 
Pearson Correlation 1.000 1 
AdopA 	 Sig. (2-tailed) .000 
N 20 20 
**. Correlation is significant at the 0.01 level (2-tailed). 
The correlation between the knowledge of IT of HR professionals and the adoption of e-
HRM shows that the value of correlation coefficient is 1.000. When r is I there is perfect 
correlation between the two variables. The p value is found to be 0.000, which is 
significant at the 0.01 level. This indicates that there is perfect positive correlation 
between the two variables i.e. as the knowledge of IT of HR employees increases; there is 
a higher agreement for the adoption of a-URM. As obvious as it looks, more the 
knowledge of IT and HR professional has, greater will be the adoption of e-HRM. 
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Table 56: Multiple Linear Regression between Knowledge of IT and Adoption of e- 
HRM (Aliearh) 
Unstandardized Standardized 
Model Coefficients Coefficients t Sig. 
B Std. Error Beta 
I 	(Constant) 
KITA 
1.000 
1.000 
.000 
.000 1.000 
5.924E7 
2.013E8 
.000 
.000 
a. Dependent Variable: Adoption Aligarh 
The above table 56 shows the regression between the knowledge of IT of HR 
professionals and the adoption of e-HRM of healthcare sector in India. The Beta value 
indicated in the test is 1.000. The t value is found to be 2.013E8 with a significance value 
of 0.000. The high t value and low significance value is indicative of the result that the 
knowledge of IT has an effect on the adoption of a-IIRM. 
7. Size of hospital 
Table 57: Analysis of Variance between Size of hospital and Adoption of a-HRM 
(Aligarh) 
Sum of 
Squares Df Mean Square F Sig. 
Between Groups .445 1 .445 1.311 .267 
Within Groups 6.105 18 .339 
Total 6.550 19 
The analysis of variance for size and adoption of a-FIRM shows that the mean square 
between the groups is 0.445 and within the groups is 0.339. The F value for the variance 
is 1.311 with p value of 0.267. Since the p value is higher than 0.05, the value is 
statistically insignificant. 
8. Work Experience 
Table 58: Analysis of Variance between Work Experience and Adoption of e-HRM 
(Aligarh) 
Sum of Df Mean Square F Sig. Squares 
Between Groups .850 3 .283 .795 .514 
Within Groups 5.700 16 .356 
Total 6.550 19 
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The analysis of variance for Experience and adoption of a-HRM shows that the mean 
square between the groups is 0.283 and within the groups is 0.356. The F value for the 
variance is 0.795 with p value of 0.514. Since the p value is higher than 0.05, the value is 
statistically insignificant. 
9. Gender 
Table 59: Analysis of Variance between Gender and Adoption of e-HRNI (Aligarh) 
Sum of df Mean Square F Sig. Squares 
Between Groups .066 1 .066 .185 .673 
Within Groups 6.484 18 .360 
Total 6.550 19 
The analysis of variance for Gender and adoption of e-HRM shows that the mean square 
between the groups is 0.066 and within the groups is 0.360. The F value for the variance 
is 0.185 with p value of 0.673. Since the p value is higher than 0.05 there is no significant 
difference between the groups. 
10. Age 
Table 60: Analysis of Variance between A e and Adoption of e-HRM (Aligarh)  
Sum of df Mean Square F Sig. Squares 
Between Groups .517 3 .172 .457 .716 
Within Groups 6.033 16 .377 
Total 6.550 19 
The analysis of variance for Age and adoption of e-HRM shows that the mean square 
between the groups is 0.172 and within the groups is 0.377. The F value for the variance 
is 0.457 with p value of 0.716. Since the p value is higher than 0.05 there is no significant 
difference between the groups. 
It can be concluded that the intra city analysis gives us a more detailed picture on the 
relationship of the independent and dependent variables. Where some of the variables 
present similar results in all the three cities, there are significant differences in the other 
few. These will be discussed in detail in the discussion chapter. 
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ANALYSIS AND RESULTS - PART II 
6.4 Analysis and Results 
The analysis of data is carried out with respect to all the variables considered in the study. 
To analyse the data, bi-variate correlation analysis has been used. Respondents had 
responded on a five point likert scale, where, 5 means strongly agree, 4 means agree, 3 
means neither agree nor disagree, 2 means disagree and 1 means strongly disagree. The 
first six null hypothesis state that there is no relationship between the adoption of e-HRM 
and the various constructs. Bivariate correlation analysis has been used to find out if any 
such relationship exists. 
This chapter deals with the analysis of data, which was collected for the purposes of this 
study. The first analysis involved reduction of statistics through factor analysis, which is 
a multivariate statistical procedure primary use for data reduction and summarization. In 
this large number of correlated variables are reduced to set independent underlying 
factors. After conducting exploratory factor analysis consistency is estimated using 
reliability coefficient croanbach's alpha. In order to assess reliability the croanbach alpha 
was determined for each construct. If the cronbach alpha is found to be greater than 0.7 
the construct is taken to be reliable. The data gathered from the survey were entered into 
a computer database and then analysed using the Statistical Package for the Social 
Sciences (SPSS), using multiple regressions. A current trend in statistics is to emphasize 
the similarity between multiple regression and ANOVA, and between correlation and the 
t-test. All of these statistical techniques are basically seeking to do the same thing — 
explain the variance in the level of one variable on the basis of the level of one or more 
other variables. These other variables might be manipulated directly in the case of 
controlled experiments, or be observed in the case of surveys or observational studies, but 
the underlying principle is the same. 
The general rationale of multiple regressions is to know about the relationship between 
several independent or predictor variables and a dependent or criterion variable. In 
multiple regressions we simply measure the number of predictor variables and try to 
establish which set of the observed variables gives rise to the best prediction of the 
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criterion variable. The main objective of multiple regression analysis is to use the 
independent variables whose values are known to predict the single dependent value 
selected for the research. There are certain terms that need to be clarified in order to 
understand the results of this statistical technique. 
6.4.1 Correlation Coefficient (r) 
The quantity r, called the linear correlation coefficient, measures the strength and the 
direction of a linear relationship between two variables. The linear correlation coefficient 
is sometimes referred to as the Pearson product moment correlation coefficient in honour 
of its developer Karl Pearson (Nikolic, D., Muresan, R.C., Feng, W., Singer, W, 2012) 
The value of r is such that -1 < r < +1. The + and — signs are used for positive linear 
correlations and negative linear correlations, respectively. 
Positive correlation: If x and y have a strong positive linear correlation, r is close to 
+1. An r-value of exactly +1 indicates a perfect positive fit. Positive values indicate a 
relationship between x and y variables such that as values for x increases, values for y 
also increase. 
Negative correlation: If x and y have a strong negative linear correlation, r is close to -
1. An r-value of exactly -1 indicates a perfect negative fit. Negative values indicate a 
relationship between x and y such that as values for x increase, values for y decrease. 
No correlation: If there is no linear correlation or a weak linear correlation, r is close to 
0. A value near zero means that there is a random, nonlinear relationship between the 
two variables. It should be noted that r is a dimensionless quantity; that is, it does not 
depend on the units employed. 
A perfect correlation of ± I occurs only when the data points all lie exactly on a straight 
line. If r = +1, the slope of this line is positive. If r = -1, the slope of this line is negative 
(Wilcox, R.R, 2005 and Devlin, S. J., Gnanadesikan, R., Kettenring, J.R, 1975). 
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6.4.2 Beta (standardised regression coefficients) 
The beta is measured in units of standard deviation and is a measure of how strongly each 
predictor variable influences the criterion variable. For example, a beta value of 1.5 
indicates that a change of one standard deviation in the predictor variable will result in a 
change of 1.5 standard deviations in the criterion variable. Thus, the higher the beta value 
implies a greater impact of the predictor variable on the criterion variable. Beta is 
Standardized regression coefficients that allows for direct comparison between 
coefficients. Regression coefficients are expressed in terms of the units of the associated 
variables thereby making comparisons inappropriate. Beta coefficients use standardized 
data and can be directly compared. When there is only one predictor variable in model, 
then beta is equivalent to the correlation coefficient between the predictor and the 
criterion variable. This situation is a correlation between two variables. When there are 
more than one predictor variables, we cannot compare the contribution of each predictor 
variable by simply evaluating the correlation coefficients. In this case the beta regression 
coefficient is computed to allow to make such comparisons and to assess the strength of 
the relationship between each predictor variable to the criterion variable. 
6.4.3 R, R Square, Adjusted R Square 
R is a measure of the correlation between the experiential value and the predicted value 
of the criterion variable (Steel, R. G. D. and Torrie, J. H, 1960). In this study R would be 
the correlation between the dependent and independent variable. RZ or r2 is the square of 
this measure of correlation and indicates the proportion of the variance in the criterion 
variable, which is accounted for by our model. The coefficient of determination, r 2, is 
useful because it gives the proportion of the variance (fluctuation) of one variable that is 
predictable from the other variable. It is a measure that allows us to determine how 
certain one can be in making predictions from a certain model/graph. In essence, this is a 
measure of how good a prediction of the criterion variable can make by knowing the 
predictor variables. The coefficient of determination is the ratio of the explained variation 
to the total variation. The coefficient of determination is such that 0 < r 2 < 1, and 
denotes the strength of the linear association between x and y (Colin Cameron, A., 
Windmeijer, F.A.G., Gramajo, H., Cane, D.E., Khosla, C, 1997). However, R square 
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tends to somewhat over-estimate the success of the model when applied to the real world, 
so an Adjusted R Square value is calculated which takes into account the number of 
variables in the model and the number of observations (participants) our model is based 
on (Theil, H., 1961 and Everitt, B.S, 2002). This Adjusted R Square value gives the most 
useful measure for the success of model. If, for example an Adjusted R Square value of 
0.75 than model has accounted for 75% of the variance in the criterion variable. On using 
regression through linear method the given table below gives details of the correlation 
between each pair of variables. The coefficient of determination is a measure of how well 
the regression line represents the data. If the regression line passes exactly through every 
point on the scatter plot, it would be able to explain all of the variation. The further the 
line is away from the points, the less it is able to explain (Nagelkerke, N. J. D, 1991). 
6.4.4 P Value 
On statistical testing p value, the value of p is the probability of obtaining a test statistics 
at least as excessive as the one that was actually observed, presuming that the null 
hypothesis is true. One frequently rejects the null hypothesis when the p-value is less than 
the significance level which is 0.05 or 0.1.The smaller is the p value the more significant 
the variable is which is taken for analysis. When the null hypothesis is rejected, the 
outcome is supposed to be statistically significant. The given table depicts various results 
that are obtained by using multiple regressions. Later these results are related with the 
null hypotheses that are formed and further they are rejected or fail to reject on the basis 
of analysis. 
6.4.5 One — way ANOVA (Analysis of Variance) 
A One Way ANOVA is an analysis of variance in which there is only one independent 
variable. It can be used to compare mean differences in 2 or more groups. The one-way 
Analysis of Variance (ANOVA) can be used for the case of a quantitative outcome with a 
categorical explanatory variable that has two or more levels of treatment. The term one-
way, also called one-factor, indicates that there is a single explanatory variable 
("treatment") with two or more levels, and only one level of treatment is applied at any 
time for a given subject. In this study we have use ANOVA to find out if there are any 
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significant differences in the adoption of e-HRM in cities of New Delhi, Lucknow and 
Aligarh as a result of operational outcome, Relational outcome, Transformational 
outcome, Perceived ease of use and Perceived usefulness variables. We also find out if 
there are any significant differences in e-HRM adoption because of the size of the 
hospital, the gender of HR professionals, their length of work experience, Age and their 
knowledge if IT. 
6.4.6 Result of bivariate correlation between the Independent and Dependent 
variables 
Table 1: Bivariate correlation between Independent and Dependent variables 
Adop OV RV TV PE PU 
Pearson Correlation 1 
Adop 	Sig. (2-tailed) 
N 150 
Pearson Correlation .221 1 
OV 	Sig. (2-tailed) .007 
N 150 150 
Pearson Correlation .252 .476" 1 
RV 	Sig. (2-tailed) .002 .000 
N 150 150 150 
Pearson Correlation .243 .359 .535 1 
TV 	Sig. (2-tailed) .003 .000 .000 
N 150 150 150 150 
Pearson Correlation .023 .190 .196 .190 1 
PE 	Sig. (2-tailed) .784 .020 .016 .020 
N 150 150 150 150 150 
Pearson Correlation .368 .239 .273 .376 .216 1 
PU 	Sig. (2-tailed) .000 .003 .001 .000 .008 
N 150 150 150 150 150 150 
** Correlation is significant at the 0.01 level (2-tailed). 
Correlation is significant at the 0.05 Ievel (2-tailed). 
Taking adoption of a-HRM as the dependent variable, bivariate correlation analysis was 
carried out for the data. Operational outcome, relational outcome, transformational 
outcome, perceived ease of use and perceived usefulness were taken as independent 
variables. In the above table 1, the Correlations section gives the values of the correlation 
tests, in this case, Pearson's correlation r. The above table shows six rows and six 
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columns each corresponding to one of the variables. In this, the first row represents the 
Pearson correlation between the adoption of e-HRM, which is the dependent variable. 
Any correlation between the•same variables is always equal to 1.0. In the given table, the 
correlation of adoption of a-HRM with adoption of e-HRM must always be 1.0. The 
Pearson correlation is +1 in the case of a perfect positive (increasing) linear relationship 
(correlation), —1 in the case of a perfect decreasing (negative) linear relationship and 
some value between —1 and 1 in all other cases, indicating the degree of linear 
dependence between the variables. The middle row gives the significant value of two 
tailed test where the correlation is significant at 0.05 levels or 0.01 level as indicted by 
the * sign. The significance basically tells us whether we would expect a correlation that 
was this large purely due to chance factors and not due to an actual relation. The last row 
shows the number of observations that were used to calculate the correlation coefficient. 
In the above correlation table, N represents the size of the sample, which is taken as 150. 
The middle diagonal column of Pearson correlation `1' represents the correlation between 
the same variables i.e. the Pearson correlation r between the adoption of a-HEM with 
adoption of e-HRM is 1. Similarly, Pearson correlation of Operational variable (OV) with 
Operational variable, Relational Variable (RV) with Relational variable, 
Transformational Variable (TV) with Transformational Variable, Perceived Ease of Use 
(PE) with Perceived Ease of Use and Perceived Usefulness (PU) and Perceived 
Usefulness is 1. 
Pearson correlation or correlation coefficient `r' indicates the strength of association 
between the variables. Hence from the table it can be seen that Perceived Usefulness 
(PU) has the highest correlation coefficient of 0.368 among all the other variables. We 
can say that 13% (0.3682) of the variation in Perceived usefulness is explained by 
adoption in a-flRM. The significance (2-tailed) value for PU is 0.000, which is 
significant at 0.01 level (2-tailed).. The correlation coefficient r for Operational variable 
(OV) is 0.221. The value of r for Relational (RV) and Transformational (TV) variables is 
0.252 and 0.243 respectively. The significance values for OV, RV and TV are 0.007, 
0.002 and 0.003 respectively. All these values are significant at 0.01 level of a 2-tailed 
test. Perceived ease of use (PE) variables has the r-value of 0.023. The. sig. (2-tailed) for 
Perceived ease of use variables is 0.784 which is greater than 0.05. Hence it is not 
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significant. Therefore, operational, relational, transformational and perceived usefulness 
variables have a significant positive relationship with the adoption of e-HRM in the 
Indian healthcare sector, whereas perceived ease of use has a positive relationship with 
adoption of a-HRM, which is not significant. 
6.4.7 Result of Multiple linear regression between the independent and dependent 
variables. 
This represents the results of linear regression analysis, which is carried out to study the 
nature and magnitude of relationship between the dependent and independent variables. 
The table shows the unstandardized beta coefficient, which represents the effect of an 
independent variable on the dependent variable The Standardized Beta Coefficients 
gives a measure of the contribution of each variable to the model. A large value indicates 
that a unit change in this predictor variable has a large effect on the criterion variable. 
The t and Sig (p) values give a rough indication of the impact of each predictor variable — 
a big absolute t value and small p value suggests that a predictor variable is having a 
large impact on the criterion variable. 
Table 2: Multiple Linear Regression Between Independent and Dependent 
variables 
Model 
Unstandardized Coefficients 
Standardized 
Coefficients 
t Sig. B Std. Error Beta 
I 	(Constant) 3.241 .789 4.109 .000 
OV .208 .067 .257 3.093 .002 
RV .399 .119 .297 3.348 .001 
TV .161 .134 .097 1.198 .233 
PE .216 .071 .243 3.042 .003 
PU .156 .144 .086 1.083 .281 
a. Dependent Variable: Adoption 
Multiple regressions are a technique that allows additional factors to enter the analysis 
separately so that the effect of each can be estimated. It is valuable for enumerate the 
impact of various simultaneous influences upon a single dependent variable. Further, 
with simple regression, multiple regressions are often considered when there is need to 
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investigate the effects of one of the independent variables on others. Multiple regression 
analysis is in competent of dealing with a randomly Iarge number of explanatory 
variables. The variable chosen are analysed and equation is formed. 
Y=a + b1X1 + b2X2 + b3X3+ b4X4+ b5X5+ b6X6 
In the above equation, `Y' is the value of the Dependent variable (Y), what is being 
predicted or explained, `a' (Alpha) is the Constant or intercept, `b1' is the Slope (Beta 
coefficient) for X1. Xl is the first independent variable that is explaining the variance in 
Y. `b2' is the Slope for X2. X2 is the second independent variable that is explaining the 
variance in Y. X3 1, the third independent variable explaining the variance in Y. Variable 
X4 is the fourth independent variable that is explaining the variance in Y, X5 and X6 is the 
fifth, sixth independent variable. The Unstandardized coefficients (B) are the regression 
coefficients. The regression equation on the basis of the tests equation will be formed as 
Adop =3.241 +(0.208)(OV)+  (-0.399)(RV)+(0.161)(TV)+(0.2I6)(PE)+(0.I56)(PU) 
Here, Adoption of a-HRM is the dependent variable. Alpha constant is 3.242. The value 
of b1 is 0.208, that is the beta coefficients for Xi, which is taken as first independent 
variable Operational outcome (OV). 0.399 is the value of b2 for the second independent 
variable Relational outcome (RV). 0.161 is the value of b3 for the third independent 
variable Transformational outcome (TV). 0216 is the value of b4 with Perceived ease of 
use (PE) as fourth independent variable. 0.156 is beta coefficient b5 with Perceived 
usefulness (PU) as fifth variable. 
The Beta Standardized coefficient measures the influence of the predictor variable on the 
dependent variable. Here, the dependent variable id the adoption of e-HRM. The higher 
the Beta value, higher will be its influence on the adoption of e-HRM. High Beta values 
also give high t values too. From the table it is clear that Relational variable (RV) has the 
highest beta value of 0.297 and t value of 3.348. When beta value and t value is high, the 
significance (p) value is low. The p value for RV is obtained as 0.001 suggesting a high 
significant effect of RV on adoption of e-HRM. The predictor variable, OV has beta 
value of 0.257 and t value of 3.093. The p value for OV is 0.002, which is significant. 
Similarly Perceived Ease of use (PE) has the significance value of 0.003 when beta is 
0.243 and t is 3.042. The beta value for the Transformational variable (TV) is 0.097 that 
is very low as compared to the others. The t value for TV is 1.198 and significance value 
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is 0.233, suggesting that TV is not significantly related to adoption of e-HRM. The 
interaction of perceived usefulness (PU) with the adoption of e-HRM gives the Beta 
value of 0.086, t value of 1.083 and significance value of 0.281. This is again statistically 
insignificant and does not contribute to the adoption of e-HRM. 
Table 3: Model Summary between the Independent and Dependent variables 
Model 
R 
R 
Square 
Adjusted 
R Square 
Std. Error of 
the Estimate 
Change Statistics 
R Square 
Change 
F 
Change dfl df2 
Sig. F 
Change 
dimensionOl .4893  .239 .213 .62644 .239 9.064 5 144 .000 
a. Predictors: (Constant), PU, OV, PE, TV, RV 
The dependent variable is the adoption of a-HRM and the independent variables are 
Operational outcome, Relational Outcome, Transformational Outcome, Perceived Ease of 
Use and Perceived usefulness. The model summary presented above depicts that the R 
value for Adoption of a-HRM is .489 and RZ is 0.239, standard error of estimate is .62644 
and F value is 9.064. The overall relationship of all the variables with the adoption of e-
HRM is significant. 
Table 4: Analysis of Variance between Independent and Dependent Variables 
Model Sum of Squares df Mean Square F Sig. 
Regression 17.785 5 3.557 9.064 .0008 
1 	Residual 56.509 144 .392 
Total 74.293 149 
a. Predictors: (Constant), PU, OV, PE, TV, RV 
b. Dependent Variable: Adoption 
The above table 4 depicts an Analysis of Variance, which evaluates the overall 
significance of our model. It basically tells us whether the regression equation is 
explaining a statistically significant portion of the variability in the dependent variable 
from variability in the independent variables. The F statistic in the ANOVA table is 
simply a test of the overall relationship between Y and all of the predictors. It can be 
thought of as the ratio of MS regression to MS residual as well as a test of the null 
hypothesis. The given table shows that the entire five predictors variable have a 
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significant relation with adoption of e-HRM, which is the dependent variable. The p 
value obtained is 0.00 which is lesser than 0.05. The corresponding f value is 9.064. This 
means our model is significant and supports the hypothesized framework. 
6.4.8 Interpretation of variables 
The interpretation of bi-variate correlation, multiple linear regression and ANOVA for 
each independent variable with the dependent variable has been discussed below. 
1. Operational Outcome 
Table 5: Bivariate Correlation between Operational Outcome and Adoption of e- 
Adop OV 
Pearson Correlation 1 .221 
Adop 	 Sig. (1-tailed) .007 
N 150 150 
Pearson Correlation .221 1 
OV 	 Sig. (1-tailed) .007 
N 150 150 
** Correlation is significant at the 0.01 level (2-tailed). 
The correlation table 5 above illustrates the relationship between the operational 
outcomes of e-HRM to the adoption of a-HRM. The Pearson Correlation of the 
mentioned variables has a value of .221. This means that there is a positive relationship 
between the operational variables and the adoption of e-HRM. Whether this value is 
significant or not is shown by the significance value. A p value of .007 signifies that the 
correlation between the variables is significant at 0.01 level. Thus, the values obtained 
from the correlation table indicate a strong positive relationship between operational 
variables and adoption of a-HRM. This means that the adoption of e-HRM has a strong 
relationship with reducing the cost of HR and improving efficiency of HR functions. 
Adoption of e-HRM is also positively related to decrease in the administrative burden 
and improving the productivity of the employees. This suggests that as the possibility of 
the operational outcomes increases there is a positive increase in the adoption of e-HRM 
in the HR departments of the hospitals. This relationship suggests that both the variables 
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will show an increase or decrease in the same direction i.e. they are directly proportional 
to each other. 
Table 6: Analysis of Variance between Operational outcome and Adoption of e- 
HRM in New Delhi, Lucknow and Aligarh 
Model Sum of Squares df Mean Square F 51g. 
Regression 1.924 1 1.924 7.610 .007 
1 	Residual 37.410 148 .253 
Total 39.333 149 
a. Predictors: (Constant), OV 
b. Dependent Variable: Adoption 
One-way ANOVA is carried out to find if there is a significant difference between the 
mean squares of operational outcome and adoption of e-HRM in the cities of New Delhi, 
Lucknow and Aligarh. The table 6 above shows that the mean square between the groups 
is 1.924 and within the group is 0.253. The F value is found to be 7.610. The Significance 
value of 0.007 indicates that the difference between the means in these cities is 
significant. This means that there is a significant difference in operational outcome in 
these cities, which has an effect on the adoption of a-HRM. This could be because of the 
difference in the size and the infrastructure of these cities. New Delhi being the capital 
city of India has well maintained commercialized private hospitals with state of art 
infrastructure. Such huge healthcare settings are bound to have HR departments with 
immense workload and loads of paperwork. Therefore, adoption of e-HRM is mandatory 
to reduce the volume of work and HR labour force along with cutting down HR operating 
costs. Such e-HRM applications reduce the administrative burden on the employees 
giving them more value time. 
Table 7: Multiple Linear Regressions between Operational Outcome and Adoption 
of e-HRM in New Delhi, Lucknow and Aligarh 
Unstandardized Coefficients Standardized 
Model Coefficients T Sig. 
B F 	Std. Error Beta 
(Constant) 1  3.241 .789 4.109 .000 
OV .208 .067 .257 3.093 .002 
a. Dependent Variable: Adoption 
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The description shown in columni of the table 7 depicts the variable considered for 
analysis. The Beta value presented in column-II, t value is presented in column-V and the 
last column shows if the values are significant or insignificant at 0.05 levels. The result of 
the analysis shows that for operational outcome of a-FIRM, Beta coefficient is found to 
be .257 and t value of 3.093. The significance value is found to be .002 that is less than 
0.05. This shows that operational outcome of a-HRM significantly effects the adoption of 
e-HRM in healthcare organisations in the Indian subcontinent. There is positive 
correlation between these variables as obtained from the bivariate correlation. This 
relationship is also significant enough to affect the acceptance of e-HRM that has been 
indicated by the above table 7. 
2. Relational outcome 
Table 8: Bivariate Correlation between Relational outcome and Adoption of a-HRM 
in New Delhi, Lucknow and Aligarh 
Adop RV 
Pearson Correlation 1 .252**  
Adop 	 Sig. (1-tailed) .002 
N 150 150 
Pearson Correlation .252 1 
RV 	 Sig. (1-tailed) .002 
N 150 150 
** Correlation is significant at the 0.01 level (2-tailed). 
The above correlation table 8 illustrates the relationship between the Relational outcome 
of a-FIRM and adoption of e-FIRM. The Pearson Correlation of the mentioned variables 
has a value of .252. This indicates a strong positive relationship between the relational 
outcome and the adoption of a-HRM. The significance of Pearson correlation (p) is found 
to be .002. This implies that the value of Pearson correlation is significant at 0.01 level. 
Thus as the adoption of e-HRM increases, the ability of the HR employees to recruit in a 
cost effective manner increases. Effective decision making of the HR professionals also 
increases with the adoption of a-FIRM. Thus the relational outcomes like the ability to 
recruit in cost effective manner, effective decision making by the employees and 
managers, organising the nurse awareness programmes and improving the quality of 
services like payroll administration, appraisals, scheduling etc. have a strong positive 
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relationship with the adoption of e-HRM. With the increase in the relational outcomes the 
adoption of e-HRM also increases. 
Table 9: Analysis of Variance between Relational outcome and Adoption of e-HRM 
in New Delhi, Lucknow and Aligarh 
Sum of Model df Mean Square F Sig. Squares 
Regression 2.492 1 2.492 10.012 .002a 
1 	Residual 36,841 148 .249 
Total 39.333 149 
a. Predictors: (Constant), RV 
b. Dependent Variable: Adoption 
The analysis of variance for relational outcome and adoption of e-HRM for the cities of 
New Delhi, Lucknow and Aligarh was done using one-way ANOVA. The table 9 shows 
that the mean square value between the groups is 2.492 and within the group is 0.249. 
The F value is 10.012. Since there is a significant difference between the mean square 
values, the significance value is found to be 0.002. This value indicates that that the 
means differ more than would be expected by chance alone. There is a statistically 
significant difference between these three conditions. Hence the relational outcome 
variable is not equally effective in these three cities. There could be a difference in how 
the HR departments of these cities give importance to the relational outcomes that come 
along with the adoption of e-HRM. 
Table 10: Multiple Linear Regression between Relational outcome and Adoption of 
e-HRM 
Unstandardized Coefficients Standardized 
Model Coefficients t Sig. 
B Std, Error Beta 
(Constant) 1  3.241 .789 4.109 .000 
RV .399 .119 .297 3.348 .001 
a. Dependent Variable: Adoption 
When we compare the relational outcome of e-HRM to the adoption of e-HRM the Beta 
coefficient is found to be .297. The t value in the above table 10 is found to be 3.348 and 
the significant value p is .001, which is below 0.05. Therefore, for adoption of e-HRM in 
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healthcare organisations in India, the relational outcome is a contributing factor. Not only 
do the relational outcomes have a strong positive relationship but they also affect the 
adoption of e-HRM. If the HR employees and managers see a strong possibility that with 
the adoption of e-HRM their relational activities like recruitment, decision making, and 
provision of services will improve considerably, they will be more inclined towards 
adopting e-HRM in their HR department. 
3. Transformational outcome 
Table 11: Bivariate Correlation between Transformational Outcome and Adoption 
of a-HRM 
Adop TV 
Pearson Correlation 1 .243 
Adop 	 Sig. (1-tailed) .003 
N 150 150 
Pearson Correlation .243 1 
TV 	 Sig. (1-tailed) .003 
N 150 150 
** Correlation is significant at the 0.01 level (2-tailed). 
The above correlation table 11 shows the relationship between the transformational 
outcome of e-HRM and its adoption. As shown in the table the Pearson Correlation value 
is found to be 0.243 indicating a positive relationship. This means that the adoption of e-
IIRM increases with the transformational outcome. The p value of 0.001 signifies that the 
correlation between the variables is significant at 0.01 Ievel. This implies that the 
increase or decrease in the transformational outcome increases or decreases the adoption 
of e-HRM in the healthcare organisations. Thus, with the adoption of e-HRM the 
flexibility of the HR professionals increases. 
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Table 12: Analysis of Variance between Transformational Outcome and Adoption 
of e-HRM 
Model Sum of Df Mean Square F Sig. Squares 
Regression 2.325 1 2.325 9.297 .0038 
1 	Residual 37.009 148 .250 
Total 39.333 149 
a. Predictors: (Constant), TV 
b. Dependent Variable: Adoption 
The above ANOVA table 12 shows the differences in variance between the 
transformational outcome and the adoption of e-HRM in healthcare organisations in the 
cities of New Delhi, Lucknow and Aligarh. It shows the mean square value between the 
group to be 2.325 and within the group to be 0.250. The significance value is 0.003 with 
F value of 9.297. Hence, there is a difference how the transformational outcome effects 
the adoption of a-BRM in these cities. The differences between condition Means are not 
likely due to change and are probably due to the transformational outcome variable. 
Since, there is a statistically significant difference between the three cities; the 
transformational outcome variable has different effects on each one of them. One of the 
main causes can be the economic conditions and the infrastructure of the healthcare 
organisations in these cities. 
Table 13: Multiple Linear Regression between Transformational Outcome 
and Adoption of e-HRM 
Model Unstandardized Coefficients Standardized Coefficients t Sig. B Std. Error Beta 
(Constant) 1  3.241 .789 4.109 .000 
TV .161 .134 .097 1.198 .233 
a. Dependent Variable: Adoption 
The respondents were asked to rate the transformational outcome of e-HRM. The table 13 
shows that coefficient here is found to be 0.097 with a t value of 1.198. The significance 
value is 0.233, which is higher than that of 0.05 suggesting that there is no significant 
effect between the transformational outcome and adoption of e-HRM. Thus it can be 
implied that have a strong positive relationship between transformational outcome and e- 
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HRM does not necessarily affect the adoption of e-HRM application in the healthcare 
services. Flexibility of HR employees, increase in communication, better workforce 
planning and data accuracy are not significant enough to effect the a-HRM adoption in 
the healthcare settings. 
4. Perceived Ease of Use 
Table 14: Bivariate Correlation between Perceived Ease of Use and Adoption of e- 
BRM 
Adop PE 
Pearson Correlation 1 .023 
Adop 	 Sig. (1-tailed) .392 
N 150 150 
Pearson Correlation .023 1 
PE 	 Sig. (1-tailed) .784 
N 150 150 
The above correlation table 14 represents the relationship between perceived ease of use 
of e-FIRM and its adoption in the healthcare organizations in India. From the values 
obtained it is seen that the Pearson Correlation between the two variables is found to be 
.023, indicating a positive correlation between perceived ease of use and the adoption of 
IT. However, the Significance value (p) obtained is .392, which is higher than the 
acceptable value of .05. This implies that though there is a positive relation between the 
two variables, it is not significant enough. This is unusual exception to general 
technology acceptance situations and thus it is worthy of the consideration. This can be 
supported by many studies conducted by Davis et al (1989) that fail to find a direct 
linkage between PEOU and adoption intentions. 
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Table 15: Analysis of Variance between Perceived Ease of Use and Adoption of e- 
HRM 
Sum of Model df Mean Square F Sig. Squares 
Regression .020 1 .020 .075 .784a 
1 	Residual 39.313 148 .266 
Total 39.333 149 
b. Predictors: (Constant), PE 
c. Dependent Variable: Adoption 
The ANOVA table 15 above presents the difference in variance between perceived ease 
of use of e-HRM and adoption of e-HRM in healthcare organisations. The mean square 
between the groups is found to be 0.020 and within the group is 0.266. The F value is 
0.075. Significance value obtained is 0.784. Since, the difference between the means is 
not statistically significant, it can be concluded that the differences between condition 
Means are likely due to chance and not likely due to the perceived ease of use. This 
means that all the three cities perceive the effect of perceived ease of use in a similar 
way. 
Table 16: Multiple Linear Regression between Perceived Ease of Use and Adoption 
of e-HRM 
Unstandardized Coefficients Standardized Model Coefficients t Sig. 
B I 	Std. Error Beta 
(Constant) 1  3.241 .789 4.109 .000 
PE .216 .071 .243 3.042 .003 
a. Dependent Variable: Adoption 
The analysis in the above table 16 shows the results of perceived ease of use of e-HRM 
with the adoption of e-HRM in healthcare organisations in India. The table presents a 
Beta coefficient value of 0.243. The t value is found to be 3.042 with a significance value 
of 0.003. This value is lesser than the acceptable value of 0.05 stating that the effect 
between the two variables is statistically significant. The results show that perceived ease 
of use does contribute in a significant way to the explanation of adoption of e-HRM. 
Thus with ease in use of a technology there is a significant effect on its adoption too. 
Therefore, if the e-HRM application is easy to use and an employee enjoys using it, they 
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accept it positively, which significantly effects its adoption and usage. 
5. Perceived usefulness 
Table 17: Bivariate Correlation between Perceived Usefulness and Adoption of 
e-HRM 
Adop PU 
Pearson Correlation 1 .368 
Adop 	 Sig. (1-tailed) .000 
N 150 150 
Pearson Correlation .368 1 
PU 	 Sig. (1-tailed) .000 
N 150 150 
** CorreIation is significant at the 0.01 level (2-tailed) 
The correlation table 17 above explains the nature of relationship between perceived 
usefulness and the adoption of e-HRM in the healthcare organisations. From the table it is 
clear that there is a positive correlation between the two variables with the value of 
Pearson Correlation of .368. The significance value (p) is found to be .000 indicating that 
there is a statistically significant correlation between the two variables. That means, 
increases or decreases in perceived usefulness does significantly relate to increases or 
decreases in the adoption of e-HRM. The value signifies a strong positive relationship in 
the same direction. With increase in one variable, there will be an increase in the other 
variable too and vice versa. 
Table 18: Analysis of Variance between Perceived Usefulness and Adoption of e- 
TIRM 
Model Sum  of  df Mean Square F Sig. Squares 
Regression 5.318 1 5.318 23.139 000a 
1 	Residual 34.015 148 .230 
Total 39.333 149 
a. Predictors: (Constant), PU 
b. Dependent Variable; Adoption 
The analysis of variance between perceived usefulness and adoption of e-HRM in 
healthcare organisations in the cities of New Delhi, Lucknow and Aligarh shows that the 
mean square value between the groups is 5.318 and within the group is 0.230. The 
significance value is found to be 0.000 with F value as 23.139. Since the significant value 
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is less than 0.05, there is a statistically significant difference between the three cities. It 
implies that the means differ more than would be expected by chance alone. Perceived 
usefulness does not have equal effect on the HR departments in the healthcare 
organisations of these three cities. 
Table 19: Multiple Linear Regression between Perceived Usefulness and Adoption 
of a HRM 
Unstandardized Coefficients Standardized Model Coefficients t Sig. 
B I 	Std. Error Beta 
(Constant) 3.241 .789 4.109 .000 
PU .156 .144 .086 1.083 .281 
a. Dependent Variable: Adop 
The effect of perceived usefulness of a-HRM is examined with the adoption of e-HRM in 
the above table 19. Here, the Beta coefficient value is 0.086 and the t value is 1.083. The 
significance value of 0.281 is higher than 0.05; therefore, statistically the relationship 
between the perceived usefulness and adoption of a-HRM is not significant. This 
signifies that perceived usefulness of a-HRM does not have a direct bearing on the 
adoption of a-HRM in healthcare organisations in India. With perceived usefulness 
outcomes, factors like increase in job quality, automatic generation of services, easy 
access into accounts, promoting use of IT by internal technical systems are studied. As 
found from the analysis, these factors do not affect the adoption of a-HRM in the Indian 
healthcare services. 
The effect of external variables on the adoption of e-HRM has been carried out using 
One-Way ANOVA for Age, Gender, Experience and Size of organisation with the 
adoption of e-HRM. Bivariate correlation, linear regression and ANOVA have been 
carried out to find out the relationship between the Knowledge of IT of HR professionals 
(an external variable) with the adoption of a-HRM. 
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6. Knowledge of IT of HR professionals 
Table 20: Bivariate Correlation between Knowledge of IT and Adoption of e-HRM 
Kit Adcp  
Pearson Correlation 1 .787 
KIT 	 Sig. (1-tailed) .000 
N 150 150 
Pearson Correlation .787 1 
Adop 	 Sig. (1-tailed) .000 
N 150 150 
** Correlation is significant at the 0.01 level (2-tailed). 
The correlation table 20 shown above depicts the relationship between the adoption of e-
HRM and 'Knowledge if IT among the HR employees. Respondents could mark their 
response on a five-point scale ranging from excellent knowledge of IT to very poor 
knowledge of IT. The interpretation of the correlation table shows that there is a high 
positive correlation of .787. This means that as the knowledge of IT among the 
employee's increases, the adoption of IT becomes easy in the organisation. The 
significance value obtained from the correlation analysis is .000, which is a perfect value 
indicating that there is a high level of significance between the two variables. This high 
level of significance in bivariate correlation suggests that the two variables are directly 
proportional to each other i.e. with the increase in one variable the other also increases. 
Thus, as the knowledge of IT- among the HR managers and employees increases, it will 
also increase the adoption of e-HRM in the healthcare services in India. With greater 
knowledge of IT among the HR managers and employees, there is a greater 
understanding of IT applications and the benefits that come along with its adoption. 
Table 21: Analysis of Variance between Knowledge of IT and Adoption of a-J1RM 
(New Delhi. Lucknow and Alinarh) 
Model Sum of df Mean Square F Sig. 5 uares 
Regression 71.663 1 71.663 241.543 .000a 
I 	Residual 43.910 148 .297 
Total 115.573 149 
a. Predictors: (Constant), Kit 
b. Dependent Variable: Adop 
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The ANOVA table 21 for Knowledge of IT of HR professionals and adoption of e-HRM 
in healthcare organisations show that the mean square between the groups is found to be 
71.663 and within the group is 0.297. It can be seen that there is a large difference 
between the means. The F value is found to be 241.543 with significance value of 0.000. 
Hence it can be concluded that there is a statistically significant difference between the 
means indicating that there are significant differences in the knowledge of IT of HR 
professionals in the cities of New Delhi, Lucknow and Aligarh. These differences can be 
related to the differences in the technology usage in these cities and the incorporation of 
technology in the healthcare services of these cities. The difference in the knowledge will 
also have a significant effect on the adoption of e-HRM in healthcare organisations of 
these cities. 
Table 22: Multiple Linear Regression between Knowledge of IT and Adoption of e- 
IiRM 
Unstandardized Coefficients Standardized Model Coefficients t Sig. 
B I 	Std. Error Beta 
(Constant) 985 .202 4.870 .000 
Kit .802 I 	.052 .787 15.542 .000 
a. Dependent Variable: Adoption 
The respondents were asked to rate their knowledge of IT, which was studied with the 
adoption of e-HRM. The table 22 above gives the values of the analysis with a coefficient 
value of 0.802. The t value is found to be 15.542 with a significance value of 0.000. 
These values are suggestive of a significant relationship between the Knowledge of IT of 
HR professionals and the Adoption of a-HRM in the healthcare organisations. As the 
knowledge of IT among the HR managers and employees increases there is a significant 
effect on the adoption of e-HRM in the healthcare services. 
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7. Work Experience 
Table 23: Analysis of Variance Between Work Experience and Adoption of e-HRM 
(New Delhi, Lucknow and Aligarh) 
Sum of Squares df Mean Square F Sig. 
Between Groups .181 3 .060 .225 .879 
Within Groups 39.153 146 .268 
Total 39.333 149 
The table 26 above shows the results of ANOVA between the experience of HR 
professionals and the adoption of e-HRM in the cities of New Delhi, Lucknow and 
Aligarh. The mean square obtained for between the groups is 0.060 and for within the 
groups is 0.268. The F value obtained is 0.225. The value of significance is 0.879. This 
value suggests that there is no statistically significant difference between the means. It 
can be concluded that the difference in experience does not affect the adoption of a-HRM 
in these cities in any way. Here, the experience refers to the length of service of the HR 
employees. Whether the work experience is long or short, it does not affect the adoption 
of a-HRM as there are no differences found in the various cities in the analysis. 
8. Size of the Hospital 
Table 24: Analysis of Variance Between Size and Adoption of e-HRM 
(New Delhi, Lucknow and Aligarh) 
Sum of Squares df Mean Square F [Sig. 
Between Groups .345 2 .172 .650 .524 
Within Groups 38.989 147 .265 
Total 39.333 149 
The above table 25 presents the results of one-way ANOVA between the size of the 
organisation and the adoption of e-HRM in healthcare organisations of the cities of New 
Delhi, Lucknow and Aligarh. The mean square values are found to be 0.172 and 0.265, 
between the groups and within the groups respectively. The F value is 0.650 with a 
significance value of 0.524. These values are indicative of the result that the size of the 
firm is not significantly related to the adoption of e-HRM in these cities, as there is no 
statistically significant difference between the means. 
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9. Gender 
Table 25: Analysis of Variance Between Gender and Adoption of e-HRM 
(New Delhi, Lucknow and Aligarh) 
Sum of Squares df Mean Square F Sig. 
Between Groups .726 1 .726 2.782 .097 
Within Groups 38.608 148 .261 
Total 39.333 149 
The above table 24 shows the results of ANOVA on the Gender and Adoption of e-HRM 
in healthcare organisations in the cities of New Delhi, Lucknow and Aligarh. The results 
of the mean squares indicate that the mean square value between the groups is 0.726 and 
within the groups is 0.261. The F value is found to be 2.782. The significance value is 
0.097, which is close to 0.05 but not lower than the acceptable value. This result indicates 
that a gender difference within the groups is not significant enough to effect the adoption 
of a-H M in these cities. There are no differences found in the adoption of e-HRM with 
gender in the healthcare services of these cities. 
10. Age 
Table 26: Analysis of Variance between AGE and Adoption of a-BRM 
(New Delhi, Lucknow and Aligarh) 
Sum of Squares df Mean Square F Si 	. 
Between Groups .316 3 .105 .395 .757 
Within Groups 39.017 146 .267 
Total 39.333 149 
The ANOVA table 23 above shows the mean squares of age of HR professionals and 
adoption of e-HRM to determine if the means are statistically different. Going through 
the values show that the mean square between the groups is 0.105 and mean squares 
within the groups is 0.267. The significance value of 0.757, which is greater than the 
acceptable significance value of 0.05, suggests that there is no statistically significant 
difference between the means in these cities. Therefore, it can be concluded that the 
differences between Means are likely due to chance. Thus the adoption of e-HRM in 
these cities is not effected by age, as there is no difference found from the analysis. 
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Chapter 7: Discussion 
DISCUSSION 
Some of the findings of the study substantiate with the hypotheses and the observations 
of earlier researchers. After analysing the data through tests, the outline hypotheses are 
rejected and fail to reject on the basis of results. This study researches the e-HRM 
adoption factors in the Indian healthcare sector and therefore, the results can be expected 
to vary as the industry being studied is healthcare and the technology acceptance model 
being used in this study was originally developed in a developed nation. India, being a 
developing nation can have different perception regarding the adoption of a-HRM in 
healthcare sector. The results show that the proposed model has good explanatory power 
and confirms its robustness in predicting HR professional's intention to adopt e-HRM 
and demonstrated that a-FIRM adoption can be explained in terms of Operational 
outcome, relational outcome, transformational outcome, perceived ease of use, perceived 
usefulness and external factors. The underlying framework used in this study is the 
extension of Technology Acceptance Model. 
7.1 	Operational Outcome 
The overall analysis shows that there is a strong positive relationship between the 
operational outcome variable and the adoption of a-FIRM in the healthcare sector in the 
Indian subcontinent. Since the p value for Bivariate Correlation for these two variables 
was found as 0.007, it signifies that that the correlation between the variables is 
significant at 0.01 level. Therefore, this study shows that when adoption of a-FIRM is 
considered, operational outcomes like improving the efficiency, reducing the 
administrative overload and being cost effective are positively related to it. One of the 
main functions of an HR department is to manage the human resources taking into 
account the organization's cost constraints. Healthcare sector, being a service industry, is 
flocked with people. For HR departments to manage them effectively, HR managers have 
to take efficient steps in terms of technology adoption. Thus, an a-FIRM application has 
to serve the main purpose of being cost effective and reducing the administrative burden 
for better management of the human resources. Previous researches have mentioned that 
Efficiency or operational effectiveness was the most commonly mentioned goal for 
introducing a-FIRM (Parry, E. & Wilson, H. 2009). This means that the adoption of e- 
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HRM has a strong positive relationship with reducing the cost of HR and improving 
efficiency of HR functions and is positively related to decrease in the administrative 
burden and improving the productivity of the employees. Organisations introduced e-
HRM to reduce headcount within the HR function, to improve cost effectiveness, remove 
the use of paper in HR processes or to improve the speed of processes. Hence the 
specified result replicates the research work that states that HR functions are under 
pressure to reduce costs. Enabling e-HRM was seen as a means to add more value to the 
people management processes. Contrasting results have also indicated that HR appears to 
have an uncomfortable relationship with technology, with few truly having an insight into 
the possibilities offered (Foster, S., 2009, Karakanian, M., 2000). 
The result of the regression analysis also shows that for operational outcome of a-HRM, 
Beta coefficient is found to be 0.257 and t value of 3.093. The significance value is found 
to be .002 that is less than 0.05. This shows that operational outcome of e-HRM 
significantly effects the adoption of e-HRM in healthcare organisations in the Indian 
subcontinent. This research signifies the importance of attaining the outcomes like 
improvement in efficiency, lowering the volume of work and reducing the labour force 
with the adoption of a-HRM. Thus operational outcome is a factor that greatly influences 
the acceptance of technology application in the HR department of the Indian Healthcare 
sector. Supporting the result obtained from this study it was found that most of the studies 
have mentioned cost reduction and a reduction of the administrative burden as a desirable 
outcome of e-HRM (Hempel, P. S. 2004, Foster, 2010, Payne et al. 2009). A study by 
The Cedar Human Resources Self-Service/Portal Survey (2001) revealed that companies 
using self-service technologies could reduce HR transaction costs by up to 75% and 
typically recover costs associated with the technology in less than two years. In addition 
e-HR systems enhance the efficiency and effectiveness of the HR function (IOMA, 
2002). According to IOMA 2002, 70% of companies reported that technology led to 
improvements in the quality and timeliness of HR services to employees and 67% 
reported that a-HR has led to improvements in overall organisational efficiency 
(Angione, J. 2003). Healthcare organisations have introduced a-HRM to reduce 
headcount within the HR function, to improve cost effectiveness, remove the use of paper 
in HR processes or to improve the speed of processes. The results of ANOVA indicate 
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that there are significant differences in the means indicating that different groups have a 
different perception on whether an e-HRM application will help in reducing he burden of 
administrative tasks or not. Initial investment in e-HRM by most organisations is done for 
improving efficiency, reducing headcount, and lowering transaction costs through 
automation (Shrivastava and Shaw 2003; Rue'1 et al. 2004; Cedar Crestone Report 2005). 
As mentioned in their 2002 a-HR survey, Watson Wyatt found that the top four metrics 
used in formal business cases supporting a-HRM investments were: productivity 
improvements within the HR organisation; cost reductions; return on investments; and 
enhanced employee communications (Lengnick-Hall and Moritz 2003). There are 
significant differences found in the adoption of e-HRM and operational outcome in the 
cities of New Delhi, Lucknow and Aligarh. Analysis of Variance (ANOVA) shows that 
the significance value is .007 with a high F value of 7.610. The mean square values 
between the group and within the group had a remarkable difference. Hence the response 
of these cities to the adoption of e-HRM in terms of Operational outcome is significantly 
different. This could be because New Delhi is highly commercialized with a chain of 
commercial hospitals having Iarge intra and inter networks. The flow of Patients is also 
comparatively huge and thus, a well-defined a-HRM system that reduces the paper 
overload and administrative burden on the HR department is necessary. 
7.2 Relational Outcome 
The Bivariate correlation table shows that the Pearson correlation r for the relational 
outcome variable and the adoption of e-HRM in Indian healthcare sector is 0.252. The p 
value is found to be 0.002 that is significant at 0.01 significant level. Relational outcomes 
are those that deliver high value to the business. Relational functions like the ability to 
recruit in a cost effective manner is one of the most important functions for the HR 
department. This research provides the results that the relational outcomes are positively 
related to the adoption of e-HRM. An organisation gets thousands of applications for an 
open post. It is the function of the HR department to effectively carry out the recruitment 
process for best results. Functions like screening, interviewing, selecting, training etc. are 
required to done in the most efficient way. Relational outcomes often have a strong 
operational element to them, these outcomes are linked closely to people management 
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processes. They are usually tied to the culture and style of the business. They are focused 
on bringing people into the organisation, developing them, rewarding them, managing 
their performance and ultimately arranging their exit from the business (Foster, S. 2009). 
If these processes are performed well, it can provide competitive advantage by supporting 
human capital management strategies. Good recruitment processes give the organisation 
access to the most skilled people in the market. It also supports the managers in the 
development of their teams and providing tools for performance management. The results 
of this study clearly show that there is a positive significant relationship between the 
relational outcome and the adoption of e-HRM in the healthcare sector in the Indian 
subcontinent. The significance value of ANOVA between Relational Outcome and 
Adoption of a-HRM in the three cities was found to be 0.002 with an F value of 10.012. 
This shows that there exists a significant difference in the means of relational outcome 
variable and the adoption of e-HRM in the cities of New Delhi, Lucknow and Aligarh. 
The relational functions like reducing the response time of HR activities, ability to recruit 
in cost effective manner, improving the quality of service and empowering the managers 
and employees to take their own decisions effectively are viewed with a different 
perspective when it comes to adoption of e-HRM in these cities. 
The literature shows that the relational HR services like processing of claims has become 
highly automated with electronic process and that they can manage without any increase 
in personnel resources (MBM e-Healthcare solutions). Data management/employee 
record keeping (100%) and payroll and benefits (73.7%) were mentioned cited as most 
frequently used HR technology functions (Bell, B. S., Lee, S. W., Young, S. K. 2006). 
Parry and Tyson's study points out (2010) headcount reductions as one of the outcomes 
from using e-recruitment, where Training and development, staffing (36.8%), and 
performance management (36.8%) were also named as important relational a-HR 
domains. This can be explained in this study by multiple Iinear regressions that give the 
Beta value as 0.297 with a p value of 0.001 implying a significant effect of relational 
outcome variable on the adoption of e-HRM in the Indian subcontinent. In today's 
technological era, the hiring process within the organisation has become technology 
dependent. It has been found in this study in the Indian healthcare sector as well. 
Functions like payroll administration; appraisals, scheduling, and accounting have to be 
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carried out with the help of a technological application. Hence, e-HRM applications in 
healthcare service sector help the HR managers to carry out this important function of 
recruiting the best human resource effectively. Therefore, relational functions provided 
by an e-HRM application are important for adopting it in the healthcare organisations. 
HR managers and employees find it easy to make decisions with the help of e-HRM 
system. This has been supported by several studies stating that service delivery 
improvements were generally achieved, supporting improved effectiveness of the HR 
function as an outcome of e-HRM (Gardner et aL, 2003; Bondarouk etal., 2009; Payne et 
al., 2009). 
7.3 Transformational Outcome 
The bivariate correlation table shows the values of correlation obtained between 
transformational outcome variable and the adoption of e-HRM in the Indian healthcare 
sector. The R-value mentioned in the table is 0.243 with a p value of 0.003. This value is 
significant at 0.01 level suggesting that adoption of a-HRM has a positive relation with 
the transformational outcome variable. With transformational outcomes, the HR 
managers and employees become more flexible in their approach. There is increased 
communication between the employees and data accuracy also increases. All these 
transformations resulting from the introduction of e-HRM are positively related to the 
adoption of e-HRM as indicated from this research. Evidence suggests that as technology 
frees up HR from some of its routine tasks and introduction of technology in HR is 
related to improvement in the overall value of the organisation, it gives greater 
opportunity for HR professionals to become a strategic partner (Brock- bank, 1999; 
Ulrich, 1997, Ulrich, 1997; Wright, Dyer, & Takla, 1999). Hence, there has been a shift 
from a focus on HR administration to a focus on more strategic issues (Yeung, 
Brockbank, & Ulrich, 1994). 
This research also suggests that there is a significant difference between the means of 
transformational outcome and adoption of a-HRM in New Delhi, Lucknow and Aligarh. 
As indicated from the ANOVA test, there is a p value of 0.003 with F value of 9.297. 
This low p value and high F value indicates that there is a significant differences between 
the means and there are differences in the adoption of a-FIRM in these cities. 
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While this study did find a strong positive relationship between transformational outcome 
variable and e-HRM adoption, the multiple linear regression between the variables 
implies that the relationship is not significant enough in the Indian healthcare sector. The 
t value obtained is 1.198 and the significance value is 0.233. Hence, these values suggest 
that transformational outcomes do not affect its adoption. Transformational outcome are 
aimed at achieving the strategic objectives of the organisations and allowing HR mangers 
to take part in the overall business of the organisation. However, as suggested from this 
research, the HR departments in Indian healthcare sector are more driven towards 
achieving gaols of cost reduction, service improvement, effective recruitment etc. Hence, 
transformational outcome is not viewed as the most desirable factor for e-HRM 
introduction. The literature on e-HRM suggests that cost reduction, improving HR 
services and improving strategic orientation are the three goals of e-HRM (Brockbank, 
W., 1997; Lepak, D.P., & Snell, S.A., 1998; Stanton, J.M., & Coovert, M.D., 2004). 
However, some empirical findings show that these goals are not really achieved in 
practice. Transformational outcomes were explained as a result of the increased 
availability of accurate and detailed information or of the additional time available to HR 
practitioners. E-HRM is mostly focused at cost reduction and efficiency increase in HR 
services, rather than improving the strategic orientation of HRM (Ruel, H.J.M., 
Bondarouk, T.V., & Looise, J.C., 2004; Ruta, C.D., 2005; Gardner, S.D., Lepak, D., & 
Bartol, K.M., 2003). In nearly 50% of the companies with e-HRM, the HR department 
was not viewed as strategic partner (Lawler, E.E., & Mohrman, S.A., 2003). There is still 
an on-going debate on strategic advantages of a-HRM. Some researchers argue that e-
HRM offers strategic opportunities to HR professionals (Ruel et al., 2004), while others 
account the absence of strategic changes on e-HRM adoption (Haines III, V.Y., and 
Lafleur, G., 2008). Some researchers suggest that there are special conditions when e-
HRM can create strategic value for organisations and for the HRM function (Marler, J., 
2009). Getting transformational outcomes out of e-HRM is possible by establishing a 
good basis for e-HRM at the operational level (Ruel et al., 2004). 
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7.4 Perceived Ease of Use 
Any technology should appear easy to understand and ease of use. The employees must 
perceive the innovation to be helping them by making their jobs easier to perform. The 
bivariate correlation between perceived ease of use and the adoption of e-HRM in 
healthcare sector gives the value of Pearson correlation as 0.023 and the p value as 0.392. 
This suggests that there is no direct relationship between perceived ease of use and 
adoption of e-HRM. Whether the e-HRM application is easy to use or employees enjoy 
using it, does not hold a direct relationship with the adoption of e-HRM. In Indian 
healthcare sector more emphasis is given on the desired outcomes of e-HRM use. The 
HR managers and employees are expected to use the e-HRM system to achieve those 
factors irrespective of the fact whether it is easy to use and understand. This can be 
explained in practical terms that about 90% of research done on TAM also show an 
indirect effect of perceived ease of use on actual use (Schepers & Wetzels, 2007). Similar 
results were obtained in a research by Dongwon Lee, Jinsoo Park, Joongho Ahn (2000). 
They found through empirical support that although direct effect of perceived ease of use 
on the adoption is not significant, PEU mostly has indirect relationship on the adoption. 
Further, the indirect effect of PEU is not unexpected but shows the same pattern as found 
in several prior TAM research (Gefen et al. 1997; Gefen et al. 1998; Szajna 1996). 
The significance value p obtained from multiple linear regressions was 0.003 with Beta 
coefficient value of 0.243 and t value of 3.042. The fact that ease of use of an e-HRM 
application will automatically effect its adoption cannot be ignored. This study confirms 
it by statistical values of multiple linear regression. With the factors that affect the 
adoption of e-HRM in Indian healthcare services, the easiness of its use has an added 
benefit for its adoption. This confirms the fact that the perceived ease of use effects the 
adoption of a-FIRM indirectly. From the discussion, it is understood that information 
technology needs to be less intimidating and more user friendly. This means that it 
becomes necessary that the information technology should be easy to learn and use if user 
acceptance is required (Moon and Kim, 2001). It cannot be ignored that whereas HR 
literature places strong emphasis that perceived ease of use has on the adoption of e-
HRM, empirical study by Voermans, M. & Veldhoven, M. V. (2007) has stated based on 
the multiple regression equation results that ease of use does not appear to have a 
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significant influence on the attitude towards e-HRM adoption. Similar findings were 
obtained by Pikkarainen (2004), Chan and Lu (2004) and Yaghoubi, N. M., Bahmani, E. 
(2010). 
The ANOVA for perceived ease of use and the adoption of a-HRM in the cities of New 
Delhi, Lucknow and Aligarh shows the significance value as 0.784. This p value is higher 
than 0.05 suggesting that there are no significant differences between the means in these 
cities. This means that differences in perceived ease of use does not significantly affect 
the adoption of e-HRM. 
7.5 	Perceived Usefulness 
Results of Bivariate correlation between perceived usefulness and adoption of e-HRM in 
Indian healthcare sector shows that the r-value is found to be 0.368 with significance 
value as 0.000. An e-HRM application is expected to increase productivity and enhance 
job quality. It was found that in the Indian healthcare sector the internal technical system 
and the co-workers also promote the use of e-HRM application. All these factors lead to a 
strong positive relationship between the adoption of e-HRM This suggests that there is a 
direct positive relationship between these two variables. Details of the result show that 
perceived usefulness has significant positive relationship with technology adoption 
(Dongwon Lee, Jinsoo Park, Joongho Ahn, 2000). It is widely acknowledged that 
perceived ease of use is a contributor to perceived usefulness (King & He, 2006; Lin et 
al., 2005; McFarland & Hamilton, 2004; Schepers & Wetzels, 2007; Venkatesh, 2000; 
Yang & Yoo, 2004). This is based on the theoretical assumption that some user-friendly 
applications could be perceived as useful, but not all useful applications are user friendly. 
Past researches (Davis, 1989; Mathieson, 1991; Adams et al., 1992; Segars & Grover, 
1993, Jgbaria et al. 1995; Ndubisi et al., 2001; Ramayah et al., 2002; Ramayah et al., 
2003a; Ramayah et al., 2003b; Ramayah and Aafaqi, 2004) has shown that perceived 
usefulness influences the adoption of IT directly. In many studies (e.g. Mathieson 1991; 
Agarwal and Prasad 1997; Igbaria et al. 1997), perceived usefulness, one of the 
constructs related to the use-productivity possibility has emerged as one of the strongest 
predictors of adoption and usage behaviour. Empirical researches have proposed that 
perceived usefulness would be a positive predictor of intention to the adoption of IT 
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(Yaghoubi, N. M., Bahmani, E., 2010, Shih, H. P., 2004). 
The ANOVA test between perceived usefulness and adoption of e-HRM in the cities of 
New Delhi, Lucknow and Aligarh in Indian healthcare sector gives a high F value of 
23.139 with a significance value of 0.000. Hence, there are significant differences in 
means between the groups suggesting that there exist significant differences in the 
adoption of e-HRM in these cities with respect to perceived usefulness of an a-HRM 
application. 
Though there is a direct positive relationship between the two variables, its magnitude is 
not significant enough to effect the adoption of c-HRM in Indian healthcare sector. This 
was confirmed by the multiple linear regressions between perceived usefulness and 
adoption of e-HRM. The p value was found to be 0.281 with Beta value of 0.086 and t 
value of 1.083. This can be due to the difference in culture and structure of healthcare 
sector in India. People here tend to prefer technology that is easy to use. Also, usefulness 
outcomes like automatic generation of services, easy access into accounts, and 
improvement in job quality are viewed as the benefits that will anyhow come along with 
the adoption of e-HRM. Therefore, specification of these usefulness factors for e-HRM 
adoption is not considered important. 
7.6 Knowledge of IT 
The Bivariate correlation analysis between the knowledge of IT of HR professionals and 
the adoption of e-HRM in healthcare sector shows that the value of Pearson correlation r 
is 0.787 and p value of 0.000 at 0.01 significant level. This suggests that there is a 
positive relation between the two variables. As the knowledge of IT increases among the 
HR professionals, they are more positive towards the adoption of e-HRM. Technology 
knowledge gives them confidence to use e-HRM effectively. It was found that if the HR 
managers and employees have a good knowledge of IT they would be anticipating the 
adoption of a technology application in their HR department. Individuals with a good IT 
knowledge understand the benefits that such applications bring with them and reduction 
of the unproductive activities that come along with its adoption and usage. The Indian 
healthcare sector also showed similar response. HR managers and employees who were 
better educated in IT favoured its adoption without any reluctance. 
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The ANOVA result shows that there is a significant difference between the means (F 
valve = 241.443, P = 0.000) of the groups in the cities of New Delhi, Lucknow and 
Aligarh that eventually has an effect on the adoption of a-HRM. These differences in the 
IT knowledge might be due the differences in how Healthcare settings in these cities give 
importance to a person who is more proficient in IT knowledge. It is seen that New Delhi 
being the capital of India with flourishing commercialized hospitals have a high demand 
of individuals who are techno savvy and comfortable with using technology applications 
in the HR department. Whereas, smaller cities like Lucknow and Aligarh with medium to 
small healthcare settings may not demand an excellence in IT knowledge. 
Multiple regression analysis with a p value of 0.000 and t value of 15.542 shows that 
technology knowledge significantly effects e-HRM adoption in Indian healthcare sector. 
Knowledge of IT is also advantageous, as there are cost advantages that support 
implementation of e-HRM against poor end-user computer skills. Literature shows that 
People with more knowledge about technology are more likely to adopt technology 
(Gatignon and Robertson, 1985; Mahajan, Muller and Bass, 1995; Moreau, Markman and 
Lehmann, 2001; Sheth, 1981, R.C. MacGregor and L. Vrazalic, 2006). Studies have 
shown that slow adoption of new software may be indicative of lower than desirable 
competence of computer end-users. Health sectors with very proficient computer end-
users, it is easier to implement e-HRM (ICDL Canada, 2012), otherwise it limits the 
feasibility of some major IT implementations. 
7.7 	Age 
It is clear from the ANOVA table that there is no significant difference between the 
means of Age of the HR professionals. The test for analysis of variance between age of 
HR employees and adoption of a-HRM in the cities of New Delhi, Lucknow and Aligarh 
shows that the significance value is higher than 0.05 demonstrating that there are 
statistically significant differences between the means and the differences between 
condition Means are not likely due to change. This means that there are no significant 
differences in the age and the adoption of a-FIRM in these cities and age does not have a 
significant effect on the adoption of e-FIR.M. In this age of technology, where one cannot 
escape from using technology in various forms, differences in age do not provide a 
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resistance in its usage. Whether it is an old employee or a young worker, both have to 
accept the enormous benefits that come along with the adoption of technology. Rizzuto, 
T. E. (2011) in her research on shows empirically that older workers are more open to 
change and exhibited more willingness to learn the new technology than their younger 
counterparts. Other researchers have found similar results as well (Voermans, M. & 
Veldhoven, M. V., 2007, Birman, L. B., 2005). According to these researches older 
workers are more inclined to make changes to benefit the organisation than younger 
workers. 
7.8 Gender 
One-way ANOVA test comparing the mean squares of Gender and adoption of a-HRM in 
the cities of New Delhi, Lucknow and Aligarh found that the value of p is 0.928, which is 
more than the acceptable limit of 0.05, implying that there is no difference in the mean 
squares of these variables. Hence, this research implies that gender differences do not 
affect the adoption of e-HRM in the Indian healthcare settings. As contrasting as it seems 
to the previous studies, there are some researches that support this result (Turkle, 1995, 
Kraut et al., 1996; Morahan-Martin & Schumacher, 1997). According to these researches 
women tend to favour some technology innovations and use them more effectively than 
males, such as computer-mediated communication. 
7.9 	Size of Organization 
Research evidence has shown that large organisations are more willing to adopt new 
forms of a-HRM (Ruth & Michele, 2002). One-way ANOVA test was done for 
comparing the mean squares of size of hospital and adoption of a-HRM in the cities of 
New Delhi, Lucknow and Aligarh. The value of p is 0,093, which is more than the 
acceptable limit of 0.05, implying that there is no difference in the mean squares of these 
variables. With these results, this study suggests that technology has seeped in 
organizations at all levels and of all sizes. In the Indian healthcare settings also, adoption 
of technology is not affected merely by the size of the hospital. With high competency in 
the Indian healthcare sector with private hospitals flourishing widely, the use of 
technology has become inevitable. Hence, the adoption of e-HRM accepted irrespective 
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of the size of the hospital. Nowadays, both large organisations and small and medium 
size organisations are seeking out ways to reinforce their competitive position and 
improve their productivity (Premkumar, 1999). Empirical research has provided that a 
surprising 50% of firms used ICT applications for human resources management in 
southeast England SME's, since it represented good value for money. Hence even small 
organisations have a generally positive attitude to ICT (Harindranath, G.; Dyerson, R; 
and Barnes, D 2008, Shelly Singh, 2010). Indeed, for many small and medium-sized 
companies, it's fnaIly time to digitize operations. Technology adoption for such 
businesses, which hit a trough in the last 12-18 months of economic downturn, is back 
with a bang. While smaller companies want to benefit from technologies, the 
requirements have moved beyond just having a few computers and an Internet 
connection. It now includes software business packages for applications ranging from 
fmance to logistics management, wireless Internet routers, unified communications tools 
and more Shelly Singh (2010). 
7.10 Work Experience 
The analysis of variance for length of experience and adoption of e-HRM in the cities of 
New Delhi, Lucknow and Aligarh has the significance value of 0.103 that is much above 
0.05. The value confirms that there are no significant differences between the means. 
Consequently, there is no difference in the means of operational outcome and adoption of 
e-HRM in these cities. This confirms that HR employees of any work experience favour 
the adoption of e-HRM application for attaining maximum benefits. The Indian 
healthcare sector has people of varied work experience. The HR department too, is a team 
of people with high and low work experiences. The result from the analysis suggests that 
adoption of an e-HRM application is not affected by the individual's work experience. 
This could be due to the importance perceived by using technology in the HR 
department. It is generally argued that young workers are the primary adopters and 
beneficiaries of new technologies. On the other hand, research has indicated that 
technological progress is generally biased toward skill, which seems true considering the 
global technology adoption (Acemoglu, Daron, 2002, Goldin, Claudia & Lawrence F. K., 
1998, Murphy, Kevin, Riddell, C., and Romer, P., 1998). As, the skill of human capital 
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increases with experience; technological change would tend to favour more experienced 
workers. Empirical evidence suggests that job experience were not found to be significant 
predictors of IT adoption (Voermans, M. & Veldhoven, M. V. 2007). 
It was discovered that age and education did not necessarily make a substantial difference 
in regard to increasing competence, and ultimately adoption of technology. 
7.11 City-Wise Analysis 
Similar results were found for the analysis done on New Delhi's sample size. New Delhi 
is the capital of India and the private hospitals in this city are highly commercialized with 
great infrastructure and latest technology. Almost every private hospital in New Delhi 
had its e-HRM application being used for managing the human resource department. 
The bivariate correlation analysis between the five variables namely operational outcome, 
relational outcome, transformational outcome, perceived ease of use and perceived 
usefulness with the adoption of e-HRM in healthcare sector shows that all these are 
positively related to the adoption of a-HEM. However, only transformational outcome 
did not give positive significant result for bivariate correlation. Hence, it can be 
concluded that the HR professionals tend to adopt e-HRM if it reduces the administrative 
burden, reduces costs and improves efficiency. In traditional HRM, the HR professionals 
put huge energy on time-consuming and tiresome daily administration processes. They 
pay less attention to the consultation work and strategy formulating which should be the 
main tasks of higher management Ievel in organisation. Improved service delivery was 
positively related to a-HR adoption as the quality of work increases with the adoption of 
e-FIRM. Studies have shown that employers are placing greater emphasis on business 
acumen and are automating many administrative functions, which will force many HR 
professionals to demonstrate new skills (Bates 2002). 
Similarly ease of use of e-HRM and its usefulness also has a positive relation with the 
adoption of a-HRM. As already mentioned, employees tend to form a positive perception 
of technologies that are easier to use. This means that the HR professionals in New 
Delhi's healthcare sector will adopt an easy e-IilM application readily. The usefulness 
of an e-HR application was also found to be positively related to its adoption. 
The multiple linear regression analysis of these variables with the adoption of e-HRM 
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except the transformational outcome variable, all others were significantly related to the 
adoption of e-HRM in New Delhi's healthcare sector. Organisations with e-HRM had 
also experienced direct cost reductions and claimed to have achieved faster HR processes 
(Brockbank, W., 1997). Studies show that in most organisations, the automation of 
processes and the direct entry of information by managers removed the need for duplicate 
keying of data by the HR administration team. Hence, the amount of time needed for 
transactions was reduced considerably. This was also true of the use of e-HRM for 
appraisals and compensation planning (Gueutal H.G., and Stone D.L., (eds.), 2005). 
The IT skills needed by the HR professionals have a positive relation with the adoption of 
e-HRM. The magnitude of this relation was also significant which was found out by 
linear regression between the knowledge of IT of HR professionals and the adoption of e-
HRM. ANOVA result between IT knowledge and e-HRM adoption has revealed that 
there are significant differences in the mean of the groups. 
Similar to the overall findings, the age, size of organisation, experience and gender do not 
have significant differences between the means and thus do not affect the adoption of e-
HRM in the healthcare sector of New Delhi. 
Bivariate correlation between the independent variables- Operational outcome variable, 
relational outcome, transformational outcome, perceived ease of use and perceived 
usefulness and the adoption of a-FIRM as the dependent variable was done for the city of 
Lucknow. The results show that except the transformational variable, all others have a 
positive relationship with the adoption of e-HRM. However, multiple regression analysis 
between the independent and dependent variables show that only perceived usefulness 
significantly effects the adoption of e-HRM in the healthcare sector of Lucknow city. 
This is very different when we consider the overall analysis and the analysis done for 
New Delhi's sample. The reason for such a response can be because the private hospitals 
in Lucknow are not as commercialized as in New Delhi. These hospitals do not have 
large HR staffs that need to be cut down. Therefore, only those e-HR applications that are 
really helpful in improving the work of HR professionals are considered for adoption. 
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This can also explain the results of analysis of variance between the independent 
variables and the adoption of a-FIRM. There is a significant difference found between the 
means of operational outcome variable and perceived ease of use. This means that HR 
professionals vary in their perception about whether the e-HR application is needed 
reduce their administrative work. The perception of perceived ease of use of e-HR 
application differs among the HR professionals and significantly effects its adoption. 
The literature mentions that IT skills of an HR professional effect the adoption of e-
HRM. Similar result was found for Lucknow city's sample where the bivariate 
correlation shows a positive relationship between the knowledge of IT of HR professional 
and the adoption of e-HRM. Linear regression between these two gives a t value of 8.833 
and p value of 0.000 implying that Knowledge of IT effects the adoption of a-HR in 
Lucknow city's healthcare sector. There are also significant differences between the 
means of these variables. However maintaining the consistency of the overall result, the 
size of the organisation, experience, gender and age do not show any significant 
differences between the means through ANOVA. Therefore they do not have any 
significant effect on the adoption of e-HRM. 
Lastly, bivariate correlation analysis for Aligarh city's healthcare sector shows that only 
operational outcome, transformational outcome and perceived ease of use are positively 
related to the adoption of e-HRM. However, only operational outcome and perceived 
ease of use significantly affect the adoption of e-HR in the private hospitals of Aligarh. In 
order to become more competitive and come in race with a large number of private 
hospitals, the HR professionals think that adopting a-HR would cut down some cost and 
help them get their work done quickly. They also prefer those a-HR applications that are 
easier to use. The results of ANOVA show that there are significant differences between 
the means of operational outcome variable and perceived ease of use suggesting that they 
these variables effect the adoption of e-HRM in Aligarh city's healthcare sector. 
The result of bivariate correlation between knowledge of IT of HR professionals and 
adoption of e-HRM gives the same fmding as in other cities and the overall analysis. 
There is a positive relationship between these two variables. The linear regression shows 
a significant effect between these variables with a p value of 0.000. The results of 
ANOVA suggest that there is a significant difference between the means that effects the 
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adoption of a-HRM. 
Age, gender, experience and size of organisation do not show any effect on the adoption 
of e-HRM in Aligarh's healthcare sector. This was found from the analysis of variance of 
these external variables with the adoption of a-HRM that did not find any significant 
differences between the means. 
Table I: The summary of the hypotheses results 
S.NO Hypotheses Sig. Value Result 
I HDI 0 Rejected 
2 H02 0.007 Rejected 
3 H0 0.002 Rejected 
4 H04 0.003 Rejected 
5 Has 0.392 Failed to reject 
6 H06 0 Rejected 
7 H07 0 Rejected 
8 Hog 0.002 Rejected 
9 H09 0.001 Rejected 
10 Holo 0.233 Failed to reject 
11 Hai y 0.003 Rejected 
12 Ho12 0.281 Failed to reject 
13 H0 0.524 Failed to reject 
14 H014 0.097 Failed to reject 
15 H0 5 0.757 Failed to reject 
16 H016 0.879 Failed to reject 
17 H01, 0.007 Rejected 
18 Hale 0.002 Rejected 
19 Hoi9 0.003 Rejected 
20 H020 0.784 Failed to reject 
21 11021. 0 Rejected 
22 H022 0 Rejected 
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Chapter 8: Conclusion, Suggestions and Limitations 
CONCLUSION, SUGGESTIONS AND LIMITATIONS 
This chapter sums up this research study giving conclusions and implications of the 
results and also offers suggestions for future research. 
8.1 Conclusion 
The analysis section has presented the interpretations of the empirical findings in 
connection with the theory used in this frame of reference. The data was divided in parts 
that answered the research objectives and hypotheses. The findings have been proved and 
discussed already. To sum up, there were a few key findings that turned out to be extra 
ordinary, which we will point out briefly. In this study, we provided a clear 
understanding of the factors influencing the adoption of e-HRM in Indian healthcare 
sector. 
According to the literature, e-HRM has an effective influence on HR function 
transformation. The transformation of HR from its traditional approach to e-HRM needs 
the introduction of technology to help the management activities to be more efficient and 
effective. The introduction of e-HRM provides the possibility for HR professionals to 
realize more valuable function for an organisation. The influence of a-HRM is not only 
within the HR department, but also for all those who participate into the HRM activities. 
In traditional HRM, as the literature points out, the HR professionals focus huge energy 
on time-consuming and redundant daily administration processes, but pay less attention 
to the consultation work and strategy formulation which should be the main focus of the 
senior management in an organisation. Thus, the e-HRM process is an optimization, 
which does not only release the HR professionals from the numerous and diverse work, 
but completely changes their working style and working focus as well. It is expected that 
with time HR professionals will become the strategic partners of the organisation, 
demonstrating the abilities on strategy formulation, work flow management, employee 
motivation and realize the HR function transformation. 
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The extensive use of e-HRM requires the managers and employees to acquire new skills 
and knowledge, in order to make use of the new systems and technologies. HR 
professionals partially turn their attention from personnel issues to relational e-HRM 
issues like performance, such as the training on using of e-HRM, and maintaining the e-
HRM applications. Thus, e-HRM related functions are the new responsibility of the HR 
professionals. Therefore, the widespread use of e-HRM can make HR professionals 
spend more time and energy on the strategic issue, thus accelerating the transformation of 
HR function (Gardner, Lepak & Bartol, 2003). 
The second research objective was to examine the interaction of adoption of e-HRM, 
discuss its outcome in healthcare organisations and to develop a suitable model for its 
process. The technology adoption model used in this study is Davis' (1989) Technology 
Acceptance Model. This model had been used in a large number of studies related to 
technology adoption and many studies have also introduced extensions to the TAM 
according to the need of research. This research has introduced three more dimensions to 
the TAM. The traditional TAM was formulated with IT experiences as the main criteria 
for the adoption of new technology. These IT experiences included `perceived ease of 
use' and `Perceived Usefulness', besides the external factors that too effect technology 
adoption. Going through the previous literature on e-HRM, it was found out that the three 
types of e-HRM have a major effect on the perception of HR professionals. These are 
operational e-HRM, relational e-HRM and transformational e-HRM. All these types of e-
HRM are associated with different goals and outcome. Whether an e-HRM application 
will help the HR department to achieve a particular expected goal forms a major attitude 
towards the adoption of e-HRM. Therefore, technology acceptance model used in this 
study is an extension of Davis' (1989) TAM, with operational, relational and 
transformational outcomes as factors that affect the e-HRM adoption in Indian healthcare 
sector. These three major outcomes along with perceived ease of use and perceived 
usefulness functions mentioned by Davis (1989) have their own respective goals. The 
organisations adopting an e-HRM application have to decide which goal or outcome it 
expects from an e-HRM system. With operational outcome as the priority, an e-HRM 
application will help the managers to accelerate their day-to-day process of 
administration that consumes most of their time and energy. This speeding up of 
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unproductive paperwork has an impact on the personal growth of both the HR managers 
and employees and also for the overall HR department. While relational outcomes of an 
e-HRM application has its focus on improving the quality of services like recruiting, 
training, developing, scheduling, performance appraisals etc., it helps in the development 
of the skill potential of the HR employees. Harnessing and developing skills is important 
for the growth of an organisation. It should be noted that the focus on relational outcomes 
could be achieved when the operational outcomes are successfully achieved from an e-
HRM system. The third outcome that has a major effect on the adoption of e-HRM is the 
transformational outcome. Healthcare organisations that have reached the operational and 
relational levels focus on the transformational level with the adoption of e-HRM. 
Literature on a-FIRM points out that HR is transforming from an administrative support 
system to a value added system for the overall development of the organisation. These 
transformations require HR to attain flexibility in their work that gives them value time. 
From a strategic point of view, transformation of HR helps in strategic development with 
focus on significantly important activities. 
The most significant benefits that are brought to these healthcare organisations with e-
HRM usage are timesaving and the possibility to reach a wider group of people at once, 
as well as achieve standardisation between different locations. AIso, the outcome that was 
stressed most in theory, cost reductions was also found to be one of the most influencing 
factors for e-HRM adoption. The most reasonable interpretation for this is that, it is seen 
as the most significant result of using e-HRM. Efficiency and service delivery goals were 
stated and achieved by most of the healthcare organisations, evidence that supports the 
previous work in this area (Ruel et al., 2004; Ruta, 2005). The hospitals had also 
achieved service delivery improvements, supporting improved effectiveness of the HR 
function as an outcome of e-HRM. Improvement in service delivery was also mentioned 
in previous studies (Gardner et al., 2003; Bondarouk et at, 2009; Payne et at, 2009). 
Under the e-HRM application, the task of service delivery of HR professionals is 
increasing, which provides with an increased speed of performance appraisal. This agrees 
with the presented analysis where improvement in service delivery is cited by the HR 
professionals as one of the positive outcomes of e-HRM that is a major factor in the 
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adoption of a-HRM in the Indian healthcare sector. Additionally, data archiving provides 
possibilities to give more effective feedback, looking back at previous results. Thus, the 
e-HRM process is an optimization, which does not only release the HR professionals 
from the numerous and diverse work, but completely changes their working style and 
working focus as well. 
The findings implicate that in practice, employees will be more positive towards an E-
HRM implementation if they see positive operational and relational outcomes of a-HRM. 
The ease of use of an a-HRM application also helps in developing a positive attitude 
towards its adoption. It is believed that when an a-HRM application finds a perfect base 
for operational and relational activities, it gradually helps the HR department to take the 
role of strategic partner. Communication from central management and HR staff is 
needed to support the adoption of e-HRM. The possibility of increased efficiency, while 
at the same time preserving quality standards for HR operational tasks, like 
administration may be of vital interest for successful E-HRM adoption. This can be 
interpreted as an opportunity for HR professionals and executives to shape the way HRM 
is being carried out in these healthcare organisations. 
The findings also implicate that, for an E-HRM to be adopted in the Indian healthcare 
sector, broader IT environment should be taken into consideration. This IT environment 
here refers to the IT experiences of the HR professionals. If the a-HRM is perceived as 
easy to use, the HR professionals are positive in adopting the e-HRM application in the 
hospital's HR department. If the HR professionals do not find an e-HRM application easy 
to use, then there will be negative or cynical responses to E-HRM adoption. In terms of 
the original TAM belief and attitudinal constructs and their empirical relationships to 
perceived ease of use and perceived usefulness, this study largely confirms the findings 
of previous studies. Davis' (1989) original study reported ease of use to be a causal 
precursor of usefulness. This in turn significantly affects the adoption of e-HRM. 
Age, gender, size and job experience were not found to have a significant effect on the 
adoption of a-HRM in the Indian healthcare sector. No significant effects for these 
variables were observed in any of the data samples. The only control variable showing a 
significant regression coefficient is the Knowledge of IT of HR professionals within the 
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healthcare organisation. This effect is found in the total sample and also in the city wise 
sample. The findings of this research conclude that older workers are also open to change 
as much as the younger ones. The stereotypes about aging employees simply are not true 
in this study. Contrary to common belief, this research has put forward that older workers 
also exhibit skills and willingness to adopt the new technology just like their younger 
counterparts. Irrespective of the age, the HR professionals in the Indian healthcare sector 
are inclined to make changes to benefit the healthcare sector. 
The Fourth objective is to study the various factors that affect the adoption of e-HRM in 
the healthcare services of three Indian cities. It is found from the analysis that reducing 
the cost of HR activities and decreasing the administrative burden was the most important 
factors effecting the adoption of a-HRM. These factors come under the category of 
operational outcome variables. This means that these outcomes significantly affect the 
adoption of a-HRM in these cities. All the cities have shown a common likelihood to 
adoption of e-HRM when it comes to operational outcome. The operational outcomes are 
the most desirable factors that lead to the adoption of e-HRM in the healthcare services of 
the cities of New Delhi, Lucknow and Aligarh. This means that if an e-HRM application 
reduces the volume of work and HR labour force it is highly preferred. Other operational 
outcomes include the improvement in operating efficiency and increase in the 
productivity of HR employees with the introduction of e-HRM. 
Relational outcome is found to be effecting the a-HRM adoption in the cities of New 
Delhi and Lucknow, whereas, it has no such effect in Aligarh city. Since Aligarh is a 
small city with small size private hospitals, therefore, cost effective recruitment is not a 
major issue here. Effective recruitment and management of quality of services is very 
important in the cities of New Delhi and Lucknow with large size cormnercial healthcare 
settings. The focus of healthcare sector in these cities is not towards attaining HR 
transformation. There is a lot to be done before the HR department in these Indian cities 
is ready for a complete transformation. This revamping will take time and the perfection 
of operational and relational goals. Where transformational outcomes were not found to 
be strongly related to e-HRM adoption, perceived ease of use and Perceived Usefulness 
were found to be strongly influencing the adoption of e-HRM in these cities. This means 
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that not only does the easiness of an e-HRM system effects its adoption, but the HR 
employees are also looking for a usefulness factor when adopting an e-HRM application. 
It is important for the personal and career growth of an HR employee to adopt measure, 
in this case, an a-}IRM system that serves this purpose. This means that when an e-HRM 
application is found to be easy to use it is accepted and adopted without reluctance. 
Employees take this change positively as it is easy to use and helps in enhancing their 
productivity with its usefulness. As already discussed, we have found in this study that 
age, size of an healthcare organisation, gender and work experience do not have a 
significant effect on its adoption in these cities. It has become mandatory in today's 
technological intensive world to make use of IT applications such as e-HRM for work 
purpose. Differences in age and gender are hardly any barrier for the adoption of e-HRM 
in healthcare organisations. However, more the knowledge of IT an HR employee has, 
more easier it will be for him to adopt and harness its functions for their benefit. Thus, 
knowledge of IT of HR employees as an external factor does influence its acceptance in 
healthcare organisations in these cities. 
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THESIS 
8.2 	Suggestions 
E-HRM in Indian Healthcare sector seeks to achieve a level of sophisticated interaction 
between the HR professionals and those who are associated with it. HR professionals in 
healthcare can incorporate the required data and history into a cohesive system to 
thoroughly evaluate each aspect of the human resource. Similarly, from a managerial 
perspective, success in either the clinical or administrative domain requires collaboration 
between managers, end users, IT staff, providers, and patients. Each plays an important 
role in the successful and effective integration of e-HRM in the Indian healthcare. 
Healthcare managers should expect the integration of technology in the HR system to 
advance at an even greater pace than in recent years. E-HRM will continue to play a 
significant role in enhancing the delivery of care as it steers our attention toward the use 
of IT to improve the quality and accessibility of healthcare. The IT budget, support of the 
senior managers, implementation, and end user involvement has remained crucial 
constants in the adoption of e-HRM in healthcare and the same can be seen for the Indian 
healthcare sector. It is essential that the healthcare organisation understand what they 
want to attain out of e-HRM adoption and appreciate these outcomes. In doing so, 
healthcare leaders and mangers will have the potential to achieve the level of quality that 
is desired by the HR department throughout the healthcare industry. 
In conclusion, the results of this study add to our information about the multi-factorial 
nature of a relatively new field called e-HRM. E-HRM has been actively implemented at 
advanced levels in technology-oriented firms, but its adoption in service-oriented sector 
of healthcare in India is relatively very new. Technological, organisational and human 
factors all appear to be equally important and these factors mutually influence each other 
during implementation of a-HRM in the Indian healthcare sector. The variables for this 
study were derived from different factors contributed to the explanation in attitude 
towards E-HRM adoption. These factors also favour multi-factorial theorizing as a 
starting point for studies in this area. In this study IT experiences (perceived ease of use 
and perceived usefulness) and e-HRM outcomes were treated as complementary, e.g. 
additive, in their effects on attitude towards adoption of E-HRM. Operational outcome, 
relational outcome, and perceived ease of use were found the strongest factors for a-IBM 
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adoption in Indian healthcare. 
This study identified a number of factors that may have an impact on the adoption of e-
HRM in Indian healthcare. In the case of efficiency and effectiveness outcomes i.e. the 
operational outcome, it appears that these may be the major factors influencing the 
adoption of the e-HRM system itself. This supports previous work on technology 
acceptance generally (Davis, 1989). This research also suggests that the involvement of 
managers and employees is very important during the adoption process. These findings 
suggest the importance realizing the outcomes of e-HRM. Only a few organisations 
included strategic HR orientation as a goal for a-HRM introduction but were not claimed 
significant enough to adopt the e-HRM. Most of them claimed operational and relational 
impact of e-HRM as a factor for the introduction of e-HRM in their HR department along 
with perceived ease of use and the Knowledge of IT of HR managers and employees. 
The fact that fewer human resources are required to operate an a-HRM system could 
provide time and budget for more strategic level work in future. This study showed that 
generally, time available to HR practitioners was being used in making their own 
decisions effectively as highlighted by the relational outcome variable. Therefore, the 
release of HR professionals from the time consuming administrative activities is likely to 
produce opportunities for efficiency savings, with reduced HR headcount. 
The skill levels of the HR professionals may limit improved effectiveness outcomes, as 
these outcomes invariably require new areas of expertise such as technical knowledge 
about the e-HRM application. This supports the findings of Zhang and Wang (2006) that 
a lack of skilled staff may impede the realization of benefits of a-HRM affecting its 
adoption. Without such skills development, it may not be possible for existing HR staff to 
step into taking decisions on the adoption of a-HRM applications. 
Employee attitude towards e-HRM depends on multiple factors. In this research, results 
indicate that the attitude toward adoption of e-HRM in healthcare sector in India depends 
on factors like operational outcome, relational outcome, and perceived ease of use and 
knowledge of iT of HR professionals. Thus cost reduction, reducing the administrative 
burden, reducing paperwork are the main factors that influence the adoption of e-HRM in 
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Indian healthcare sector. Moreover, e-HRM empowers the HR professionals to make 
their own decisions effectively and improves the quality of service. 
Furthermore, it has been shown that perceived usefulness is not a significant influence on 
usage, consistent with previous studies in some developing countries. Thus perceived 
ease of use takes on increased importance, as it influences both usage and perceived 
usefulness, further justifying its attention in this study. A contrasting result in this study 
shows that the age and gender differences do not have an effect on the c-HR adoption 
pattern. This may be due to the fact that the technology is influencing individuals in very 
age irrespective of the gender. 
E-HRM can become a new destiny in terms of HRM in the Indian healthcare sector. In 
the first place because of the opportunities it creates to put employee-management 
relationships in the hands of the HR professionals. In the second place because 
information technology creates possibilitiesto design e-HRM tools and applications that 
would not be possible without this integration of technology. HR professionals have to 
realize and accept the importance of adopting e-HRM systems in the Indian healthcare 
that is increasingly growing. It is probable that in a few years' time it won't be required 
to point this out. 
E-HRM will probably exert the most influence over the next three to five years in the 
Indian healthcare sector. It will be required in terms of making the HR department more 
flexible and adaptable, As the Indian healthcare sector is growing HR management and 
IT are undergoing a massive transformation that will change career paths. HR people who 
develop IT competencies and embrace the new roles in the adoption process of e-HRM 
can aspire to greater and much more rewarding careers than were possible for HR people 
a generation ago. The usefulness of the e-HRM system as seen from the analysis is 
important for the HR professionals to redefine their career paths. 
These results can be considered as the contribution to the subject of e-HRM. More 
companies in different industries around the world are using e-HRM in their HRM 
processes. It should keep in mind that by implementing a-HRM face-to-face interaction 
and personalization should not be discarded. In addition, healthcare organisation that is 
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looking forward to implement these new forms of HRM should evaluate the outcomes 
that they want to gain through the adoption of e-HRM. Furthermore, it is recommended 
to future researchers to complement the study with qualitative methods. Moreover, 
measures for a-HRM effectiveness should be developed. 
The Human resources function of Indian healthcare sector will have three characteristics 
in future. First, it will be smaller than it has been in the past. Healthcare organisations 
will no longer need clerks to record information and process forms. Second, it will have a 
more strategic role than an administrative one. Time previously spent on administrative 
issues will be replaced with time spent on improving the overall healthcare organisation 
and the services offered to its users. And, third, the human resources function will be able 
to create new paths to add value to the healthcare organisation. The HR function can 
move beyond its traditional focus of hiring, training, compensating, etc. IT can assume 
new roles such as human capital steward, relationship builder, and knowledge facilitator. 
The six variables behind the adoption of e-HRM in healthcare will continue to create 
challenges in the future. Regardless of the state of technology, healthcare managers 
should be concerned about their IT budgets, providing supportive leadership for IT 
endeavours, IT project management, IT implementation, and the extent of end user 
involvement in any IT undertaking. Managers must use resources efficiently and 
effectively to ensure that the a-HRM application is helping the organisation fulfil its 
desired outcomes and achieve its goals. No matter how adept organisations become at 
incorporating new c-HRM system, healthcare managers still have to develop goals 
through project management. They have to map out how and when to reach those goals 
and who will be responsible for reaching them. Healthcare managers should evaluate 
usefulness of e-HRM in achieving the goals at various stages of the integration process to 
ensure effectiveness. Finally, none of this can be accomplished without continuous 
leadership and support. As the integration of technology in HRM becomes a hot topic and 
health consumers become better informed, the use of a-HRM in healthcare to improve the 
quality and delivery of care will continue to hold everyone's attention. Healthcare 
facilities that invest in a-HRM, and promote the use of IT reduce medical errors and 
improve the quality and affordability of healthcare. 
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As technology advances, new opportunities will surface to further enhance the integration 
of IT in healthcare's HR. Integration of IT into healthcare's HR makes more data 
available regarding the positive impact that IT has on quality. The future will cultivate a 
new era for the delivery of healthcare in India There are endless possibilities for IT, and 
only time will tell where it may lead the Indian healthcare industry. It is still the 
preliminary stage regarding the relationship between IT and HRM in Indian healthcare 
organisations. This research has laid a basis, but further developments would be 
welcome. 
Further research is also needed on the theory concerning the staged approach to e-HRM 
that is its growth or planning, its implementation and the real effects in the longer term, 
and how does it influence the role of the HR department in Indian healthcare sector. 
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8.3 	Limitations 
There is always a scope for future researcher to improve the study, whether it is research 
work, or analysis. The present study has certain limitations that need to be addressed for 
any future research. 
With respect to our research methodology, it is worthwhile highlighting that, given the 
explorative nature of the research; we have favoured the analysis of a small but 
significant group of companies. A larger sample size covering a more vast area can be 
further carried out. For future research, a case study methodology could help to study in-
depth adoption process at a micro-level of analysis of e-HRM. Moreover, this concept of 
finding out the major adoption factors particularly on healthcare sectors can be extended 
to other developing countries to know if the findings match. 
For future research, the questionnaire can be enriched with more study variables to 
crystallize the findings. It can be modified and designed in more articulate manner 
focusing on many other issues that are not been covered in this study. Instead of 
approaching the target group personally, as done in this study, the future researcher could 
plan well in advance to approach the target group through e-mails. This will provide 
enough time for the researcher to think examine the responses, giving a chance to 
improve the quality of their questionnaire. This will not only provide them with better 
information but also save the time. The researcher can also approach the respondents 
personally too besides reaching them through mail ensuring the quality of feedbacks and 
getting as many responses as possible. 
Keeping in mind that India is a big country with a number of states and cities, the future 
work can be extended to cities in different regions in India. Considering the huge 
population, the sample size that has been taken for the study, is not large enough. Thus 
future work can be done on much large sample size covering large area where more 
detailed study can be done in the Indian healthcare sector for a different subset of 
population. This work has been an adoption from Technology Acceptance Model. A 
number of studies have been conducted on TAM and technology adoption. 
Unfortunately, most of these studies have been conducted in developed countries. In fact, 
most of developing countries substantially fail to adopt technology based Human 
resource management. As a result, many developing countries still face difficulties in 
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identifying, accepting, and implementing the potential benefits of new technology and 
thus adopting e-HRM economic development 
This study used the factors mentioned in TAM and also gave an extension to the model 
with new variables. Future researcher can add more variables. and can carry on research 
with those factors, which are not been covered due to limitations. 
The study was carried on a quantitative data with a well-structured questionnaire on lines 
of TAM. In future, qualitative studies can provide useful insights on the adoption and 
implementation process of e-HRM in the healthcare sector. For qualitative analysis the 
researcher can choose few major private hospitals to carry out their analysis. The 
researcher can also examine employee perception on adoption of e-HRM with different 
facets of the organisation. 
Another limitation to this study is that it is carried out specifically in the healthcare sector 
as the researcher had a keen interest towards it. Future studies by the researchers can be 
done in the industry of their interest e.g. telecom, banking, core IT industry etc. Hence, 
another line of research could be the extension of the analysis to other sectors 
characterized by different institutional and competitive bandwagon pressures. 
Researchers can also extend the study in the healthcare sector by covering other parts of 
the country that have not been taken in this study. Generalizing outside of this context, 
for instance to smaller organisations, other sectors, more marginal parts of a company, or 
even other parts of the world can only be done with a lot of caution. 
Additionally; cultural, contextual &social contracts, education levels, and the country 
infrastructure might provide varying degrees of difficulty in implementing e-HRM 
strategies in Indian healthcare sector and other emerging economies. To fully understand 
the way e-HRM is deployed and adopted in such context, it is crucial to take into 
consideration any relevant local idiosyncrasies. A healthcare organisation consists of 
many levels and groups. E-HRM is a phenomenon that not only influences the HR staff 
but people outside the department i.e. the employees and the management. Hence, future 
work can be carried out considering these different groups of people for further enriching 
the work on a-HRM. 
To the researcher's knowledge, this study is the first to examine the adoption factors of e-
HRM by the HR departments of the healthcare sector in the Indian subcontinent. 
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APPENDIX 
APPENDIX 
Covering Letter for the Questionnaire 
ADOPTION OF E-IHRM IN HEALTHCARE SERVICES: 
AN EMPIRICAL STUDY 
Dear Sir/Madam, 
I am a Doctoral scholar conducting research on Adoption of c-FIRM in the healthcare 
industry. To complete my dissertation work, I solicit your kind support in filling up the 
enclosed questionnaire. 
This survey is designed to collect information about the various factors influencing 
adoption of a-FIRM in your esteemed organization. A complimentary copy of the survey 
results will be sent to you as a token of appreciation for participating in the survey. All 
information provided by you shall strictly be used for academic purpose only. 
This survey is confidential and only summarized information will be presented in the 
thesis. 
I thank you for your kind efforts and cooperation in helping this cause towards 
completion of an important study in the field of e-IIRM and healthcare. 
Regards, 
Sumaiya Khatoon 
Doctoral Candidate 
Aligarh Muslim University 
Department of Business Administration 
Phone: 0091-9927008042 (India) 001-3392212924 (USA) 
Email: sumaiyakhatoonl8@yahoo.com 
The aim of this questionnaire is to find out the extent of use of E-HRM (electronic human 
resource management) in hospital's HR department. E-HRM is an IT platform that makes 
the work in HR department more organised and easily accessible saving both time and 
cost. Various variables have been considered before designing this questionnaire. Your 
response will be appreciated. 
External variables 
1. Gender: 	 2. Age: 
Excellent Very good Average Poor Nil 
5 3. Knowledge of IT 4 3 2 1 
4. Length of service: 
5. Designation: 
6. Hospital size (no. Of beds): 
7. IT application being used for HR (any specific): 
8. Name of Hospital/ organisation: 
9. How important is the adoption of e-HRM in the HR department: 
Very 
Neither Totally 
Important Important nor Unimportant Unimportant Important 
Unimportant 
5 4 3 2 1  
On a scale of 1 to 5 (I- strongly disagree 5- Strongly agree), please rate your opinion and 
level of agreement with the following statements about your organisation. 
SA: Strongly agree, AG: Agree, NANDA: Neither agree nor disagree DA: Disagree, SD: 
Strongly disagree 
I. O rational variables: 
S.No SA AG NANDA DA SD 
I.1 E-FIRM helps in improving operating 5 4 3 2 1 
efficient 	of HR activities. 
1.2 Use of e-FIRM lowers the volume of work 5 4 3 2 1 
1.3  Use of e-HRM reduces HR labour force 5 4 3 2 1 
1.4 Use of e-HEM lowers HR operating costs 5 4 3 2 1 
I.5 Use of e-HRM reduces the amount of 5 4 3 2 1 
paperwork 
I.6 Productivity of HR employees increases when 5 4 3 2 1 
e-HR is used to carryout administrative work. 
I,7 Use of a-FIRM reduces administrative burden 5 4 3 2 1 
on the em ploys. 
1.8 Use of e-HRM helps in speeding up patient 5 4 3 2 1 
registration process. 
II. Relational variables: 
S.No SA AG NANDA DA SD 
11.1 Use of a-HRM reduces the response time of 5 4 3 2 1 
HR activities. 
11.2 E-HRM enhances ability to recruit in cost 5 4 3 2 1 
effective manner. 
11.3 E-HRM empowers employees and managers 5 4 3 2 1 
to make their own decisions accordingly 
E-HRM improves quality of service (e.g. 114 payroll Administration, appraisals, 5 4 3 2 1 
scheduling, Accounting). 
11.5 E-HRM helps in organising nurse awareness 5 4 3 2 1 
Programmes. 
III. Transformational variables: 
S.No SA AG NANDA DA SD 
Use of a-HR increases flexibility of HR 5 4 3 2 1 
• 
1  
employees 
LII 2  E-HRM improves data accuracy and reduces 5 .4 3 2 1 error 
IH.3 E-HRM helps in better workforce, planning 5 4 3 2 1 
IH 4  E-HRM increases communication between 5 4 3 2 1 
• employees. 
N. Ease of use Variables: 
S.No SA AG NANDA DA SD 
IV.1 Employees find it easy to understand and use 5 4 3 2 1 
E-HRM / IT. 
IV.2 E-HRM has made employees job easier to 5 4 3 2 1 
erform. 
N.3 Employees know how to use e-HRM to 5 4 3 2 1 
perform a better job. 
IVA Employees enjoy using a-HRM (IT). 5 4 3 2 1 
IV.5 Employees find new ways of doing their job 5 4 3 2 1 
through e-HRM 
V. Usefulness variables: 
S.No SA AG NANDA DA SD 
V.1 E-HRMIIT helps to increase productivity 5 4 3 2 1 
V.2 E-HRM IIT help in improving relationship with 5 4 3 2 1 
colleagues. 
V.3 E-HRM AIT enhance job quality. 5 4 3 2 1 
V.4 Use of e-HRNY IT helps in automatic generation 5 4 3 2 1 
of services. 
V.5 E-HRM AT helps in easy access into accounts 5 4 3 2 1 
V.6 The internal technical system and co-workers 5 4 3 2 1 
promote the use of e-HRM/ IT. 
